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ABSTRACT
The Relationship Between Fibromyalgia and Emotional Expressivity and its
Influence on Locus of Control, Ways of Coping, and Quality of Life
Avril D. Zahahroff
The impact of fibromyalgia on quality of life is well documented. Quality of life
issues confront individuals with fibromyalgia daily. For these individuals, coping with
the challenges to obtain effective treatment, can become a daunting process. Feeling a
sense of control over their condition is important to sustaining a reasonable quality of
life. The purpose of this study was to test a theoretically based model describing the
factors that influence quality of life in individuals with fibromyalgia. The theoretical
(hypothesized) model suggested that impact of fibromyalgia, emotional expressivity,
locus of control, and coping process, all influenced quality of life. A one-time survey
was conducted which included a measure of fibromyalgia impact, measures of locus of
control and coping process, measures of emotional expressivity and quality of life, and
the gathering of demographic information from participants. Path analysis, using
multiple linear regression, was used to examine the fit between the theoretical model and
data from the sample of 122 individuals: 115 females and 7 males. Seven hypothesized
paths were significant. The model fit the data and accounted for 70% of the variance in
quality of life with fibromyalgia having the greatest influence. This analysis suggests
that fibromyalgia impact, locus of control, and coping process are key dimensions of
quality of life. In spite of higher levels of fibromyalgia impact on quality of life,
participants demonstrated a problem-focued coping and an internal locus of control
regardless of the degree of fibromyalgia impact on quality of life. Fibromyalgia and
emotional expressivity, although significantly correlated, had minimal influence in the
path model. With a focus on improving quality of life, individuals with fibromyalgia
may benefit from group counseling and other interventions that strengthens their coping
capabilities and their ability to be self-directed.
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Chapter One
Introduction and Review of the Literature
Since the time of Hippocrates, patterns of diffuse musculoskeletal pain have been noted
in human anatomy and physiology but it is only in the past 50 years that substantial
pathophysiological evidence has been amassed to give discrete identity to a myriad of such
conditions. However, there continue to be a variety of diseases that defy diagnostic certitude,
among which is the enigmatic condition of fibromyalgia, with its dominant presentation of pain.
Pain has always been an elusive phenomenon, an amalgam of emotional perception and physical
sensation that defies knowing where one leaves off, and the other begins. In the epidemic of
chronic pain that pervades the lives of millions of Americans, fibromyalgia impacts from 2-4%
of the population (Wolfe, 1993). Although its prevalence is well documented, its association
with emotional expressivity remains virtually unexplored. Investigating this relationship lends
itself to additional examination of other factors that are known to influence chronic disease and
concomitant chronic pain. Quality of life is inevitably compromised by the impact of
fibromyalgia and, in turn, challenges an individual’s capacity to cope. Both of these constructs
are influenced by the perceived locus of control under which an individual operates (Turner, &
Clancy, 1986).
Confronted by multiple obstacles to the ultimate goal of obtaining an accurate diagnosis,
individuals with fibromyalgia often endure many years of chronic pain. Significant advances in
identifying diagnostic criteria have been obtained, yet the full etiology of the fibromyalgia
remains unknown. As early as 1904, Gowers coined the term ‘fibrositis’ to describe what he
believed to be inflammation of the fibrous tissue. For the next several decades this misnomer
persisted until, in 1976, with the consistent presentation by patients of muscular pain, Hench
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introduced the term fibromyalgia (Boissevain, & McCain, 1991). In 1977, empirical interest in
the etiology of the condition was inspired by Smythe and Moldofsky who had found a consistent
pattern of symptoms among their patients with “fibrositis.” These findings included chronic
diffuse pain, non-restorative sleep, and predictable tender points, a convergence of symptoms
that established the foundation for what is now the clinically recognized and medically accepted
set of diagnostic criteria for fibromyalgia (Boissevain, & McCain, 1991).
On the basis of a study on the long-term effects of fibromyalgia, Henriksson (1994)
concluded that the condition must be regarded as a chronic non-remitting pain syndrome, with
multiple social consequences and impact upon all aspects of daily life. Research supports the
deleterious impact of fibromyalgia as far reaching, often manifesting as part of a group of
concurrent diseases that appear to accompany fibromyalgia, such as migraines, parathesias,
irritable bowel syndrome, and memory loss (Meisler, 2000).
In spite of the controversy that continues to exist over the term ‘fibromyalgia’ and its
descriptive accuracy, epidemiologic evidence attests to the impact it has on the American
population. Estimates of the total number of individuals with fibromyalgia range from three to
six million and, among patients seen in rheumatology clinics, it is the second most commonly
diagnosed condition (Wolfe, 1990). It is also recognized as a major source of disability among
women in the workforces of North America and Europe (Reilly, 1993). Many of these women
are of working age and, hence, their fibromyalgia signifies negative consequences for
employment and, in turn, family stability.
Quality of life experienced by individuals with fibromyalgia and the ways in which they
cope with the stressors raised by this illness has become increasingly important as global
longevity continues to extend itself. With its unpredictable pattern of symptomatology,
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fibromyalgia impacts across all aspects of an individual’s life, including psychological, social
and economic. The issue of quality of life will continue to be of importance with respect to
coping with chronic diseases such as fibromyalgia, particularly in order to understand what
coping methods are used and how effective those coping methods are on quality of life.
Defining Fibromyalgia
An understanding of fibromyalgia provides a framework for the investigation of
fibromyalgia’s relationship to emotional expressivity and the manner in which this combined
relationship influences locus of control, ways of coping and, ultimately, quality of life. Although
considered a rheumatic condition, fibromyalgia is not inflammatory in nature, and the term
simply means pain in the fibrous tissue. For a good understanding of fibromyalgia it is necessary
to describe the clinical aspects and its natural history. In a description of the clinical features,
Wolfe et al., (1990) make a distinction among those features that are present in all patients (i.e.,
generalized pain and widespread tenderness), characteristic features present in more than 75% of
patients (i.e., fatigue, non-refreshed sleep, and morning stiffness), and common features present
in more than 25% of patients (i.e., irritable bowel syndrome, headaches, parasthesias, functional
disability, and psychological difficulties). Felson and Goldenburg (1986) used interviews to
follow 39 patients with fibromyalgia over a 3-year period and concluded that fibromyalgia is a
chronic disease, with rare incidents of remission which, when they occur, are often transitory.
Other researchers have found that symptoms of sleep disturbance, pain severity, psychological
status, and functional disability show no global trends toward improvement or worsening
(Hawley, Wolfe, & Cathey, 1988). Nevertheless, all agree that pain is the primary characteristic
of fibromyalgia.
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In their classification process, Wolfe et al. (1990) found that 97.5% of patients with
fibromyalgia complained of widespread pain; in comparison only 71.1% of the chronic pain
controls made a similar complaint. Boissevain and McCain (1991) point out that several studies
have used multidimensional approaches to pain measurement, such as the McGill Pain
Questionnaire, and all have demonstrated that higher levels of pain are perceived by patients
with fibromyalgia when compared to other patient groups in which chronic pain is involved.
Although there is a wide spread variability in age of onset and age of presentation, among
many other researchers, Boissevan and McCain (1991) have found that the median age of onset
of fibromyalgia is from 29 to 37 years. However, formal diagnosis is from 34 to 53 years, which
suggests that most individuals endure the symptoms for several years before correct diagnosis is
made. In keeping with the ambiguous nature of the disease, this might reflect delay in seeking
medical attention, but it more probably reflects the difficulty in making the diagnosis. The
condition is found mainly in women of young adulthood and middle-age with the cardinal
features of chronic diffuse musculoskeletal pain and associated fatigue, poor sleep, and multiple
somatic problems such as migraines and irritable bowel syndrome (Wolfe et al., 1990).
With a ratio of 7:1 the syndrome is far more common in females than males, and may
attest to gender differences that preclude male acknowledgement of symptoms. However, a
recent quantitative study by Yunus, Inanici, Aldag and Mangold (2000) demonstrated the
prevalence of the disease in men, although they did find that men have fewer symptoms, fewer
tender points, and less general pain. Nevertheless, a qualitative study of male participants by
Paulson, Danielson, Larssonn and Norberg (2001) used narrative interviews and found that, in
similar style to women, males used metaphorical language to describe pain. Intense descriptors
were used such as burning, crushing and droning, and pain that hummed and ached in all the
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muscles (Paulson et al., 2001). These authors found such language expressed a great variety of
both bodily and emotional symptoms that described each man’s experience of his long-term pain.
Although less work has been published concerning children, Siegel, Janeway, and Baum
(1998) found that fibromyalgia ranked as the twelfth most common new diagnosis identified by
pediatric rheumatologists. Presentation of symptoms among children and adolescents parallel
those of adults with prominence on diffuse pain, unrefreshed sleep, significant fatigue, stiffness,
headaches, parasthesias and irritable bowel syndrome (Romano, 1991, Yunus, & Masi, 1985).
Clearly, there is a strong emotional component. When the diagnostic criteria for
fibromyalgia were being established, Wolfe (1990) referred to the condition as primarily a
“distress disorder.” It is a chronic disabling condition, a long-term illness that impacts upon all
aspects of an individual’s course of life (Cardol et al., 2002; Hellstrom, Bullington, Gunner,
Lindqvist, & Mattsson, 1999).
Generalized aches, pains, and stiffness of fibromyalgia are accompanied by exaggerated
tenderness at characteristic sites on physical examination, referred to as ‘tender points’, which
are present in the absence of other systemic diseases or conditions to account for the symptoms
(Walen, Oliver, Groessl, Cronan, & Rodriguez, 2001). These tender points distinguish
fibromyalgia from other soft tissue rheumatoid disorders (McCain, & Scudds, 1988), and cluster
around the neck and shoulders, the upper chest wall, and the lower back (Fig.1), which give a
distinct pattern to the pain experienced. The establishment of diagnostic criteria for
classification cohered in 1990 when the American College of Rheumatology (ACR) identified
two requirements for diagnosis: 1) widespread pain in combination with 2) abnormal tenderness
on palpation in 11 of 18 tender points (Fig. 1) (Clauw, 1995, Pongrantz, & Sievers, 2000, Wolfe,
et al, 1990). Although these criteria are specific, the magnitude of symptoms that is known to
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present with fibromyalgia give the condition a disabling impact that frequently far exceeds its
clinical presentation.
The pain and ache is continuous (Felson, & Goldenberg, 1986) and may last up to 30
years or more, implying that treatment modalities are inadequate. The course and prognosis of
the condition are not yet established. In addition to the pain, individuals with fibromyalgia are
often preoccupied with the symptomatology (Gaston-Johansson, Gustafsson, Felldin, & Sanne,
1990) and adaptation to the illness seems to be dependent on individual characteristics.
Etiology of Fibromyalgia. The etiology of fibromyalgia still remains obscure and there
is, as yet, no effective cure (Wallace, 1997). Researchers have hypothesized sleep deficits,
neurotransmitter imbalances, muscle fiber problems, and psychological problems as possible
causal mechanisms. Trauma has also been extensively investigated as a possible cause of onset
of symptoms (Pennebaker, 1989). In spite of findings by Boissevain and McCain (1991) who
posit that there is no convincing evidence that fibromyalgia is a well-defined disease entity, there
is consensus among researchers that fibromyalgia has distinct etiological manifestations that are
pervasive across all age groups. Efforts by ACR in establishing specific diagnostic criteria for
identifying the condition as a distinct disease need to continue so that the acknowledgment of
fibromyalgia as an etiologically defined condition can no longer be challenged.
There has been significant psychosocial research into causal events. A study by
Campbell, Clark, Tindall, Forehand and Bennett (1983) investigated 22 patients who identified
experiences that they felt precipitated the onset of their fibromyalgia. Results demonstrated that
36.6% identified injury, 13.6% identified illness, and 4.5% identified emotional stress. The most
attractive theory that is enjoying extensive investigation is neurohormonal dysregulation because
it allows for the inconsistent expression of symptoms and inconsistent presentation of pain,
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disability, and mood. The endocrine connection may also account for the significantly greater
number of women with the disease (Seton, & Polisson, 1995).
Diagnosis of Fibromyalgia. Although a variety of factors have been hypothesized to be
responsible for the onset of fibromyalgia, diagnosis remains elusive. Nevertheless, ACR
diagnostic criteria have reduced the confusion surrounding diagnosis (Clauw, 1995). However,
because there are no agreed-upon biological markers, fibromyalgia may be misdiagnosed
because many of the symptoms, such as fatigue, generalized pain, disordered sleep, and anxiety,
mimic those of many other diseases. A triggering event is often identified, such as physical or
emotional trauma or infection that signals the onset of the condition although, due to its inherent
elusiveness, diagnosis of the condition may follow much later.
Although there is no empirical evidence for a link between fibromyalgia and lack of
emotional expressivity, there is a plethora of research that supports a connection between trauma,
chronic illness, and verbal and non-verbal expressivity (Francis, & Pennebaker, 1992;
Pennebaker, & Barger, 1989; Pennebaker, & Beall, 1986). Research pertaining to a link between
fibromyalgia and emotional expressiveness is more phenomenological in nature. In a study by
Hellstrom et al. (1999), they found that patients with fibromyalgia were intensely involved in
efforts to get their self-image as ill persons confirmed. Search for a diagnosis seemed to be
important for them and, yet, they often had a sense of threatening incoherence when confronted
by a doctor’s pressure to make a diagnosis. The sense of control over their lives is compromised
by the all too frequent dismissal they experience from the medical profession as the struggle to
identify the source of their symptoms continues. Ability to express themselves sufficiently to
give authenticity to their symptomology is often ineffectual due to the expectancy of lacking
credibility with the medical profession (Schaefer, 1995).
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Living with Fibromyalgia. Several studies have reported that living with fibromyalgia
implies a multiplicity of stressful consequences and an impact on the individual’s ability to
function fully on a day-to-day basis (Burckhardt, Clark, & Bennett, 1992, 1993; GastonJohansson, Johansson; Felldin, & Sanne, 1985; Henricksson, & Burckhardt, 1996). Using a
metaphorical pain language, women with fibromyalgia described their lives with pain as torturelike (Soderberg, & Norberg, 1995) and as a struggle to find balance and find acceptable ways to
live with the pain and discomfort (Schaefer, 1995). Soderberg and Lundman (1999) revealed a
complex picture of women with fibromyalgia in which their qualitative study of 14 women with
fibromyalgia revealed how these women’s lives were greatly influenced by their illness.
Principle aspects of the study involved three themes: loss of freedom, threat to integrity, and a
struggle to achieve relief and understanding. Loss of freedom was felt through the changes in
the body and changes in everyday life, and integrity was threatened when the women believed
that they were not being regarded as credible people by those around them. Struggle to find
relief of pain forced them to plan their lives in accordance with the demands of the fibromyalgia
(Soderberg, & Lundman, 1999).
These demands are typically exacerbated by everyday living because symptoms are
frequently aggravated by increased noise, bright lights, stress, and changes in weather conditions,
especially cold temperatures. A study by Waylonis and Heck (1992) demonstrated that 70% of
subjects reported increased symptomology due to these factors. Gaston-Johansson et al. (1990)
found that when compared to patients with rheumatoid arthritis, patients with fibromyalgia had
more negative feelings toward themselves, more preoccupation with aches and pains, and
experienced more limitations with regard to activities of daily living. Negative impact of such
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factors can result in lost relationships, social isolation, and unemployment. This supports the
pervasive effect that fibromyalgia can have on quality of life.
Fibromyalgia can be seen as the fusion of still unexplained symptoms. The impact of the
chronic pain and fatigue associated with it invades all aspects of the lives of individuals who are
confronted and challenged by it. Daily living can be overwhelmed by the struggle to find
tolerable ways to live with the pain and discomfort, as individuals strive for diagnostic
reassurance that they do, indeed, have a definable illness. Often, the experience of obtaining this
reassurance is punctuated by a medical profession that too hastily dismisses the presenting signs
and symptoms of the illness. In a world that has, perhaps, already alienated those with
fibromyalgia, the struggle to express the physical and emotional impact can be daunting.
Association of Emotional Expressivity to Chronic Illness
Although there is a dearth of research and literature that links emotional expressivity
specifically to fibromyalgia, its relationship to general health has enjoyed extensive investigation
(Berry, & Pennebaker, 1998). Investigation of a similar relationship between fibromyalgia and
emotional expressivity lends itself to further exploration. Because of the lack of sufficient
information supporting this relationship, this present investigation will be supported by literature
that also includes other related conditions.
Both historically and recently, researchers have cited the expression of emotion as vital
for good physical and mental health (James, 1884; Breuer, & Freud, 1895/1966). “Emotion”
refers to a class of stimulus behaviors, states, and experiences. The stimulus event can be
external, such as the approach of a loved one, or an internal stimulus that elicits physiological
and cognitive change (Lewis, 2000). Much of this present investigation will explore
dispositional emotional expressivity, which refers to stable individual differences in emotionally
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expressive behavior. This construct is typically assessed using self-report instruments (King, &
Emmons, 1990; Kring et al., 1994).
Historically, interests in communication of emotional meaning were stimulated by
research on alexithymia (Sifneos, Apfel-Savitz, & Frankel, 1977), which stressed the relationship
between levels of emotional awareness and susceptibility to somatic symptoms. Alexithymia
denotes no words for feelings, and supports the notion of individuals who have great difficulty in
identifying their feelings and being capable of differentiating feelings from other physical
sensations (Kennedy-Moore, & Watson, 1999). Lacking insight into feelings and other inner
experiences, individuals with alexithymia may tend to focus on and amplify the physiological
components of emotional arousal, leading to confusion and difficulty in naming feelings (Taylor,
& Bagby, & Parker, 1997). Others have proposed that the inability to express emotions
spontaneously lead to high autonomic arousal that compromises the immune system and
contributes to disease (Anderson, 1977; Buck, 1976: Pennebaker, Colder, & Sharpe, 1990).
These concepts parallel those associated with the ongoing debate over the construct of emotional
expressivity.
Emotions can be expressed through verbal, non-verbal (i.e., facial and body gestures) and
physiological (e.g., heart rate) channels to indicate the internal states of an individual. Some
emotions may be freely expressed, and others denied (Gross, & John, 1998). It is believed that
the lack of talking about emotional experiences impedes the natural cognitive processes that
promote health, and the active restraining of expression of emotions has been linked to
heightened autonomic nervous system activity. A study by Brosschot and Aarsse (2001)
investigated whether fibromyalgia might be partly caused by restricted emotional processing, and
the subsequent attribution of the emotional arousal to somatic causes. Participants in the study
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were 16 women with fibromyalgia and 17 healthy women. It was hypothesized that the women
with fibromyalgia would be higher on measures of restricted emotional processing and would
show autonomic responses such as increased heart rate, rather than affective responses during
negative emotional stimulation. Outcomes showed that the women with fibromyalgia showed
greater restricted emotional processing, higher levels of increased autonomic responses, and
attributed symptoms less to psychological causes and more to somatic causes than the healthy
women did.
The influence of individual differences on emotional expressivity may impact the process
of generating emotion at any stage through its progress. Emotions are generally regarded as
being caused by external events or by thoughts and are, therefore, often defined as responses to
events (Izard, 1993). Experiences of events vary enormously from one individual to another,
providing significantly different cognitive processes that affect the emotional interpretation.
Appraisal of the experience also modifies the significance that the individual attaches to the
experience. It has also been suggested that temperament is a determinant in how emotion is
activated, reaches a threshold, and then becomes the emotional response from which behaviors
ensue (Goldsmith, 1993).
Experience and expression are two different components of the emotional process;
consequently, individuals differ in the extent to which they express emotions. Research on both
verbal and non-verbal expressivity has been extensively investigated in various fields of
psychology, and is represented in health, social, and personality psychology as well as
psychopathology. Thus, the importance of emotional expressivity for physical health, social
interaction, and well being has been examined using various concepts and measurements.
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Pain experienced by individuals with fibromyalgia appears to be more severe and
emotionally complex than in individuals with other types of chronic pain (Felson, & Goldenberg,
1986). However, methods for discerning pain are subjectively based and such methods might
result in individuals attributing different meanings to the concepts they use to describe their pain.
Pain descriptors could also be affected by difficulties in verbalizing sensory experiences
Kennedy- Moore and Watson (1999) have identified two emotion regulation processes
that are important in the experience of pain. First is the ability to be aware of, identify, and
understand emotions, and second is whether emotions are expressed or inhibited. The first of
these is defined by alexithymia. Research over the past decade has supported the potential for
alexithymia to be a risk factor in the development of medical and psychological disorders
(Taylor et al., 1997).
A second important regulation process is whether individuals experience or express
emotions. This is of particular importance for negative emotions that stem from stressful
experiences (Kennedy-Moore, & Watson, 1999). Prolonged avoidance or inhibition of negative
emotional experience can prevent reappraisal, integration, and resolution of the associated
memories (Pennebaker, 1993). In many studies, Pennebaker and others have shown repeatedly
that healthy participants who disclose emotional feelings to stressful experiences demonstrate
improved physical health compared to control group participants (Francis, & Pennebaker, 1992;
Pennebaker, & Beall, 1986). A study by Pennebaker and Beall (1986) explored the impact of a
writing task on health in college students whose visits to the college health center were tracked
for three months prior to the writing experience and three months afterwards. Results were
important in that those students who wrote about their most traumatic experience significantly
reduced their visits to the health center compared to those who wrote about more neutral topics.
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A follow-up study determined from blood samples that those students who wrote about a
traumatic event effected positive changes in their immune-systems (Pennebaker, Kiecolt-Glaser,
& Glaser, 1988).
There are obviously large individual differences in the experience and expression of
emotion, and it may be that individual strategies for regulating emotional expression have effects
on health. The problem lies in understanding the experience of those who are not expressing
emotion: is it because of suppression or inhibition, or some other reason that impedes the ability
to be emotional expressive? Emmons and King (1988) found that individuals who struggle with
emotional expressiveness and habitually inhibit various emotions are more likely to manifest
physical symptomatology. Their study indicated that many of the subjects appeared to show
ambivalence over personal strivings such as those that would cause happiness or unhappiness.
The authors determined that the ambivalence concerned conflict over emotional expressiveness
(i.e., inhibition) and that the ambivalence was positively correlated with several indices of
distress that had implications for health and well-being.
In a recent study of 22 female patients, open-ended in-depth interviews were analyzed in
the tradition of Grounded Theory and it was found that, when requested to describe their pain,
the patients addressed the sensory and affective dimensions (Hallberg, & Carlsson, 2000). It was
found that sensory qualities of pain were described in metaphorical terms, while affective pain
dimensions included aversive emotional qualities using terms such as ‘overwhelming’ and
‘terrible.’ Hallberg and Carlsson (2000) found descriptions of their patients’ pain to be dramatic,
and suggested that this might reflect difficulty in finding words to describe emotions. This
perspective of emotional expressivity is strongly supported by the research literature as a factor
in chronic pain conditions such as fibromyalgia. However, in the present study, emotional
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expressivity is going to be explored in relationship to fibromyalgia using the construct of Kring,
Smith and Neale (1994).
In a study by Kring et al., (1994) a self-report measure was designed that captured the
extent to which people outwardly display emotions. In development of the measure, definition
of emotional expressivity included neither assumptions about the type of emotion expressed nor
the manner in which the emotion was expressed. In defining emotional expressivity, Kring et al.,
(1994) refer only to the outward display of emotion, and have no concern for valence or channel
(i.e., facial, vocal, or gestural). Outcomes of their study indicate success in developing a
unidimensional scale that captures the conceptualization of a generalized disposition to
outwardly display emotion. For purposes of this present study, emotional expressivity as defined
by Kring and her colleagues will be the focus, specifically because of their expressed interest in
advancing the understanding of expressivity’s role in health (Kring et al., 1994).
Emotional expressivity as defined by Kring et al., (1994) and its association to
fibromyalgia does not appear to be discussed in the research literature. Studies, however, have
been conducted to examine the relationship between expressivity and specific diseases. Reduced
expressiveness in skin cancer patients has been associated with poorer immunological
functioning at the site of the tumor, greater tumor thickness, and quicker tumor growth (Temshok
et al., 1985). Beresnevaite (2000) found that increasing emotional expressivity in male patients
with Coronary Heart Disease (CHD) increased their remission rate by at least two years.
Breast cancer has been extensively investigated in relation to inhibited emotional
expressivity. A recent study by Servaes, Vingerhoets, Vreugdenhil, Keuning, and Broekhuijsen
(1999) compared 48 patients with breast cancer to 49 healthy women with respect to
alexithymia, emotional expressiveness, assertiveness, repression, and distress. The outcomes
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revealed that the patient group showed significantly more ambivalence over emotional
expressiveness, more restraint, and more anxiety than the healthy controls. No difference was
found in the two groups for alexithymia, expressing emotions in general, or willingness to talk
with others about emotions. The authors concluded that the patient group had conflicted feelings
with regard to expressing emotions, but that their inhibited behavior was a reaction to the disease
rather than a reflection of personality characteristics.
A further study associated with breast cancer indicated the efficacy of positive coping
(Stanton et al., 2002). A questionnaire was administered to 847 women who were diagnosed
with breast cancer. The questionnaires asked them about their coping skills in the month prior to
diagnosis, expressing or suppressing emotions, emotion-focused problem solving, positive
reappraisal, avoidance, and escapism. The women reported using different coping strategies and
combinations of strategies. Further, those who reported expressing their emotions and who
perceived that they had emotional support lived longer than those who reported lack of both.
Women who reported low levels of both emotional expression and emotional support had two to
four times greater breast cancer mortality than women reporting high levels of both. The authors
concluded that women with breast cancer who have the opportunity to express their emotions
have a better prognosis. Other research has shown that, when compared to controls, cancer
patients experience more anxiety and disturbance in a stressful situation but are more likely to
control or inhibit their expressive reactions, especially anger (Watson, Pettingale, & Greer,
1984).
Passive or emotion-focused coping strategies are typically related to worse pain and
adjustment among individuals with chronic pain. Smith, Lumley, and Longo (2000) explored the
relationship between emotion-focused coping and emotional approach coping, which is a type of
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emotion-focused coping that appears to be adaptive in nonpain populations. A sample of 80
patients with myofascial pain were assessed using the Emotion Approach Coping Scale and 5
passive pain-coping strategies. Results indicated that when emotion-focused coping strategies
are used, more intense pain and depression is experienced. Whereas, the use of emotional
approach coping, which is associated with emotional processing and emotional expression, is
associated with reduced pain and depression.
Short-term studies of the relationship of emotional expressivity to physical conditions are
largely based on the premise that longer-term, chronic experiences of such states would
contribute to the development of and/or progression of illness and disease. As yet, there are very
few studies that have examined both short-term physical conditions and their relationship to
long-term health outcomes. Most studies are deductive, in that the chronicity of the disease has
already been established prior to exploring the effect of the emotional expressivity. The present
investigation will also be exploring a chronic condition, but the attention to other constructs
beside the emotional expressivity may highlight additional factors that contribute to the
disease/illness process and its progress to chronicity.
Locus of Control
Many theories of emotional well being emphasize the degree of control individuals feel
over the events and circumstances of their lives. These beliefs affect the amount of stress
experienced and the responses to it.
One of the most well-known theories of personal control is the ‘locus of control’ first
described by the social learning theorist, Julian Rotter (1966). Research within the framework of
Rotter’s Social Learning Theory is not primarily concerned with the conditions that lead to
uncontrollability. Instead the psychological consequences of the belief that one can or cannot
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control the causes of events is the focus of his work. This phenomenon is exemplified through
the relatively stable personality dispositions of internal versus external locus of control. The
theoretical basis of LOC relies on the extent to which individuals perceive events as a result of
their own behavior (internal) or as being controlled by some other variable such as fate, chance,
powerful others, or social constraints (external). Internality is related to a number of adaptive
behaviors that respond to the beliefs of individuals that they can control their own destinies, such
as an awareness that environmental factors influence future behavior, a resistance to conformity,
and other subtle efforts to influence their behavior (Folkman, 1984). Conversely, externality is
associated with the concept of ‘learned helplessness’ where, faced with a problem, these
individuals may feel out of control and rather than use direct coping they are more likely to deny
the problem exists. They may believe that their behavior does not matter because it has no effect
on their lives. These individuals tend to blame others and their surroundings for their problems,
and they are not highly motivated.
Rotter addresses the concept of locus of control and contends that individuals with
internal locus of control show more overt striving for achievement than persons with external
locus of control who feel that they have little control over their rewards (Rotter, 1966). It is a
concept that has significant effect on the daily lives of individuals. Those with an external focus
may be less likely to work to reach their full potential due to the motivational, emotional, and
cognitive deficits it creates. Thus, individuals with an external locus of control are more likely to
manifest symptoms of depression and other ailments because they believe their actions cannot
improve their current position. Those with an internal focus see the world through a more
adaptive perspective. They believe that hard work and personal abilities will lead to positive
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outcomes. This makes them more likely to meet challenges and succeed in their future
endeavors.
Resources such as self-esteem and an internal locus of control are presumed to give
individuals the confidence or motivation to attempt problem-focused coping in the face of stress.
Individuals with high internal control should be more likely to appraise specific situations as
controllable and, thus, engage in problem-focused coping. Those low in these resources should
more often perceive problems as uncontrollable and, thus, engage in emotion-focused coping
(Folkman, 1984). In general, personal coping resources such as an internal locus of control
(Parkes, 1984) are associated with more reliance on approach coping (problem-focused).
Living with a chronic pain condition such as fibromyalgia involves adaptations of an
individual’s lifestyle in many areas. This is compounded by their need to seek a variety of health
care professionals in their efforts to not only get pain relief but also to find a reason for their pain
(Loeser, 1989). Studies have shown that there is a relationship between locus of control and
reporting of pain intensity (Gustafsson, & Gaston-Johansson, 1996; Pellino, & Oberst, 1992).
Gustafsson and Gaston-Johansson (1996) suggest that the reason why patients may report more
intense pain can be feelings of lack of control and inability to influence the pain sensation.
Impact of Locus of Control on Fibromyalgia/Physical Health. There is an extensive
interest in understanding the relationship between locus of control and a variety of different
health attitudes, behaviors, and situations. External beliefs are premised on the notion that an
individual’s health outcome is under the control of powerful others (i.e. medical professionals) or
is determined by fate, luck or chance. Internal beliefs characterize an individual’s health
condition as being the direct result of their own actions.
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In recent decades, a great deal of research has linked internal locus of control to positive
health beliefs and behaviors. A study conducted by Gustafsson and Gaston-Johansson (1996)
compared 31 patients with fibromyalgia with 30 patients with rheumatoid arthritis to determine,
among other variables, whether the two groups would give different reports on pain intensity and
health locus of control. The principle findings of their study were that the patients with
fibromyalgia consistently experienced more intense earlier and actual pain, and had a more
external locus of control than the RA patients. Another important finding was that the patients
with fibromyalgia were more external in their locus of control orientation than the RA patients.
This information becomes relevant when examined in light of treatment modalities for pain
control. Patients with chronic pain who have an external locus of control orientation know, in
general, less about their illness and symptoms. Highly structured treatment programs need to be
developed for these individuals so that they become informed and learn to adopt improved
approaches to self-management. Different studies (e.g. Katerndahl, 1991) suggest that locus of
control orientation may change over time during group treatments.
Bates and Rankin-Hill (1994) found that an internal locus of control was associated with
better self-reported health in individuals with chronic pain. They found that those with an
internal focus demonstrated less expressiveness to pain, lower fear, pain, and tension, and a
determination to overcome their pain. Individuals with an external focus were more likely to
demonstrate emotional response to pain, to report daily routine and work interference due to
pain, were less likely to find activities to keep them involved, and more likely to believe they
would never have a fulfilling happy life.
Locus of Control and Coping Strategies. Individuals with chronic pain and external locus
of control have been found to rely more on ineffective coping strategies (Turner, & Clancy,
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1986). Although research on this topic is scarce, Arraras et al., (2002) compared 51 patients with
cancer to a group of 67 patients with mainly osteoarthritic and muscle pain to assess the coping
style they employed to deal with their pain, the control beliefs they had about the efficacy of
their coping efforts and the degree of distress caused by their pain. Interestingly, results showed
a relation between avoidant coping and lower internal locus of control across the whole group.
The authors addressed this in terms of the importance of knowing that a passive role can result in
worse adaptation to pain than an active one, and the need to implement interventions aimed at
encouraging active coping, an internal locus of control, and a greater level of activity.
Given the extent of fibromyalgia-related problems that confront many people with the
condition, awareness of each individual’s coping style and locus of control is imperative. It has
been evidenced in the literature that favoring either one or the other can have a significant impact
on optimizing quality of life. More importantly, behavioral interventions are proving effective in
influencing coping and locus of control to the extent that women with fibromyalgia can gain
more control over their lives. Although understood as a relatively stable personality disposition,
if locus of control is explored in terms of its relationship to emotional expressivity, effective
behavioral change might influence the sense of control individuals have over their illness.
Role of Coping
Within the coping literature, the transactional-coping model proposed by Lazarus and
Folkman (1984) is widely accepted. In this model coping is defined as behavioral and/or
cognitive attempts to manage specific situational demands, which are appraised as taxing or
exceeding a person’s ability to adapt (Lazarus, & Folkman, 1984). The efforts that are made to
cope are directed at either the demands of the situation itself (problem-focused coping) or at the
emotional reactions that are precipitated by the demands (emotion-focused coping). In general,
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problem-focused coping is more likely when the demands of the situation are appraised as
controllable, and emotion-focused coping is more likely when demands appear to be
uncontrollable (Folkman, 1984). The literature on coping generally implies that problem focused
is more beneficial for well-being than emotion-focused coping. However, there is no clear
consensus regarding which coping strategies are most efficacious in reducing ill
health (Mattlin, Weathington, & Kessler, 1990).
Coping among individuals with fibromyalgia is particularly challenging because the pain
experienced can be present most of the time, and affects every aspect of life. Thus, the presence
of chronic pain inevitably becomes a source of stress. Studies have shown that ways of coping
can influence the well-being of an individual (Keefe et al., 1997), particularly when there is a
lack of sense of control. A sense of control over life has been extensively examined in the
coping literature and shows that, when individuals have a sense of mastery over their
environment, physical illness and psychological distress are reduced (Kessler, Turner, & House,
1988; Turner, & Roessel, 1994).
Stressors that are perceived as more severe, such as harm, losses, or threats, evoke a
greater coping response (Folkman, & Lazarus, 1980). When situational demands are perceived
as more controllable, problem-focused coping is more likely, and when demands are seen as less
controllable, emotion-focused coping is more likely (Folkman, 1984; Folkman, & Lazarus,
1985). If an individual perceives a situation as controllable, and particularly if this is
accompanied by an internal locus of control, the probability increases that a problem-focused
response will be applied (Folkman, 1984).
Coping is extremely idiosyncratic, relying on multiple determinants of situations and
personality factors. Examining individual differences in how people cope with stressful life
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events is important to the understanding of the link between stress and illness. An individual can
attribute success to external factors, such as luck or the nature of the task, or to internal factors,
such as individual ability or effort; these attributes then influence the emotional reaction
(Lazarus, & Folkman, 1984). Thus, the way in which individuals cope with events of daily
living can affect their health.
Passivity, escape behaviors, and resignation described in a study by Hallberg and
Carlsson (2000) were interpreted by the authors to have some similarities to emotion-focused
coping. Passive coping strategies for pain have been implicated in the development and
maintenance of chronic pain conditions such as fibromyalgia. However, Lazarus and Folkman
(1984) consider coping to be a process that changes over time and situations, thus a situation can
change as the view of the individual changes. Lazarus (1993) alludes to this concept when he
describes emotion-focused coping as producing subjective, rather than actual change, in the
person-environment relationship. These subjective changes are, in effect, appraisals aimed at
reducing the emotional distress so that a more positive emotional state is generated.
The locus of control construct is used primarily as a personality characteristic, an
individual difference that is assumed to have some stability and generalization (Lefcourt, 1991).
Research suggests that it acts as a mediator that influences the relation between life stressors and
impairment of physical and mental well-being (Denney, & Frisch, 1981; Lefcourt, Miller, Ware,
& Sherk, 1981). The common findings in these studies is that external locus of control
individuals show a stronger positive relation between measures of life events and symtomatology
than do internals. Consistent with this, the literature suggests that the lower level of distress and
better performance obtained by internals are associated with the use of particular types of coping
strategies, specifically, more task centered behaviors and fewer emotion-centered behaviors
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(Anderson, 1977).
Coping and Chronic Illness/Disease. The physical and psychosocial functioning of
individuals with chronic illness varies widely. For many conditions, physiological factors alone
do not adequately account for the extent of the illness-related problems. Other factors, including
how individuals appraise and cope with the stress of their illness may significantly impact
functioning (Holroyd, & Lazarus, 1982).
Research that examines the role of coping in adjustment to chronic illness is limited.
However, in a longitudinal study, Felton and Revenson (1984) studied the effects of coping on
subsequent psychological adjustment among patients with four types of chronic illness –
hypertension, diabetes, cancer, and rheumatoid arthritis. Regardless of the diagnosis, or illness
controllability, emotion-focused coping had a negative impact on adjustment, while problemfocused coping had a positive effect.
One of the symptoms of fibromyalgia can be the experience of headaches, which are
often intense and debilitating. Research relating to recurrent headache sufferers found that more
emotion-focused strategies were used (avoidance and self-blame) for those with headaches than
were used by headache free controls (Holms, Holroyd, Hursey, & Penzien, 1986).
On a larger scale, Bombardier, D’Amico and Jordan (1990) were able to support the
theoretical distinction which Lazarus and Folkman (1984) make between problem-focused
coping and emotion-focused coping. Their study examined 101 patients with ages ranging from
18 – 81 years old and the relationship of stress, appraisal, and coping responses to multiple
behavioral indices of illness adjustment., and several other minor illnesses. The results of the
study suggested that specific types of illness appraisal and coping responses are concurrent
predictors of illness-related adaptive functioning, and to a lesser extent, perceived symptom
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severity. As the authors had predicted, an emotion-focused coping style, consisting of wishful
thinking and self-blame, predicted poorer adjustment to illness. The findings confirmed previous
research that also demonstrated the positive relationship between greater use of emotion-focused
coping strategies and poorer psychosocial or emotional adjustment. The study also suggested
that high scorers were not accepting of their chronic condition. They coped by trying to forget
about or ignore their limitations and held in their feelings. The authors proposed that this is an
illness adaptation approach in which patients may refuse to pursue an illness management
approach because they are looking for a cure. This concept can be understood in relationship to
fibromyalgia where individuals struggle to present themselves as healthy and in control of their
condition.
A further study by Affleck et al., (1999) that is more pertinent to fibromyalgia found that
emotion-focused coping was positively associated with increased pain in patients with
rheumatoid arthritis, but decreased pain in those with osteoarthritis. The emotion-focused coping
targeted in this study involved seeking support from and venting to others. The authors
suggested that the differences between the two groups were due to the response of the caregivers.
Osteoarthritis is a visible condition with pain that is specific to movement; whereas, the pain
involved in rheumatoid arthritis is more global and may evoke less sympathetic responses from
the caregivers. The literature on fibromyalgia frequently endorses these findings, particularly
due to the invisible nature of the symptomology of the condition.
Coping and Fibromyalgia. Regarding coping processes among individuals with
fibromyalgia, research is scarce. However, passive coping strategies for pain (e.g.
catastrophizing) have been implicated in the development and maintenance of chronic pain
conditions such as fibromyalgia. Mellegrad, Grossi, and Soares (2001) suggested that passive
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coping may facilitate chronification of symptoms and may be linked to physiological
mechanisms that increase physical and mental levels of stress. Thus, the propensity to react to
pain with passive coping could be a vulnerability factor for the development and maintenance of
fibromyalgia. On the other hand, they proposed that it could be that passive coping is a function
of a more severe clinical picture. Their study involved a cross-sectional investigation that
investigated the different coping strategies used among persons diagnosed with fibromyalgia,
back pain, and neck and shoulder pain. Individuals with fibromyalgia manifested more passive
coping than the other groups, frequently using the passive coping strategies of praying/hoping
and catastrophizing. However, final statistical analyses demonstrated that the high levels of
passive coping displayed by the patients with fibromyalgia were not related to an enduring
maladaptive response to pain but, rather, to a generally greater pain disability.
Coping as a function of managing fibromyalgia and other chronic illnesses tends to
emphasize the importance of specific strategies that contribute to the perception that chronic pain
is controllable. Coping, self-statements, reinterpreting pain sensations, coping flexibility, and a
high frequency of pain coping strategy use appears to increase perception of control of pain.
(Haythornthwaite, Menefee, Heinberg, & Clark, 1998).
Pain is highly subjective and is characterized not only by its location but also in
emotional terms, which can make it paradoxical in terms of diagnosis. Influencing the capacity
to cope that changes the way in which individuals perceive their ability to problem solve, could
alleviate some of the stress associated with daily living.
Impact of Fibromyalgia on Quality of Life
Quality of life is a descriptive term that refers to people’s emotional, social and physical
well being and their ability to function in tasks of daily living. Not only does it include health
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satisfaction but it also involves a broader range of domains such as economic resources, leisure
time and environment. As the sense of self has grown, so has the expectation to be involved in
personal decision-making regarding well-being. Individuals are beginning to demand that, while
living with a chronic illness, the quality of their lives be enhanced. Most are concerned not only
with the potential length of life they may have living with fibromylgia but also with the qualities
that give the various domains of life meaning and satisfaction.
As previously discussed, difficulty in diagnosing fibromyalgia might mean that treatment
is never adequately prescribed for the alleviation of symptoms and, subsequently, has negative
consequences for quality of life. The medical criteria for the disease is poorly related to matters
of quality of life which, being a subjective experience, is not directly related to successful
medical management.
In a study by Burckhardt et al., (1993), the quality of life in women with fibromyalgia
was compared to the quality of life in women with other chronic diseases such as rheumatoid
arthritis and chronic obstructive pulmonary disease. Outcomes showed that the women with
fibromyalgia consistently scored lower across all domains (lower = poorer quality), which
suggests that the impact of fibromyalgia on quality of life may be more severe than with many
other disorders (Burckhardt et al., 1993).
The chronic nature of fibromyalgia is consistently described as a disruption to life
(Asbring, 2001). Activity loss can be significant with the concomitant adjustments that typically
are necessary in relation to the illness, such as prioritizing daily tasks so that the most important
ones are achieved (Henriksson, 1994). Such changes impact self-confidence and competence,
especially prior to the establishment of a diagnosis when personal and professional interactions
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are strained by the inability to give credence to the various symptoms that individuals may be
manifesting.
In her study of the disruption to life due to fibromyalgia and chronic fatigue syndrome,
Asbring (2001) discusses the individual’s definition of self with regard to the past, the present,
and the future. Structures of daily life become disjointed and activities that could be previously
engaged in sometimes become totally impossible to manage. Disruption may result in identity
loss in relation to work and social life (Asbring, 2001), and bring with it various consequences to
quality of life, often dictated by symptom severity, but also influenced by each individual’s
coping skills and locus of control.
A research approach to defining quality of life did not occur until 1978 when Flanagan
developed the first instrument. Five broad domains important to quality of life emerged from the
data collection and analysis: physical and material well being; relations with other people; social,
community, and civic activities; personal development; and fulfillment and recreation. Since
that time, many different scales with various modifications have evolved from the original effort
by Flanagan (1978) but most operate from the principals of the original domains, evidencing the
significance they have on quality of life.
Overall quality of life is impacted by the adjustment the individual makes to living with
fibromyalgia. Positive adjustment is associated with positive, confrontive problem solving, high
internal locus of control and health-related self-efficacy (Arraras et al., 2002), while poor
adjustment is associated with avoidant coping, fatalism, passive acceptance, and withdrawal
from others. Lindberg and Iwarsson (2002) describe variables of fibromyalgia in terms of the
relationship between use of adaptation strategies, self-perceived activities of daily living and
subjective quality of life and health. They explored the relationship between these variables and
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fibromyalgia in a study that involved 34 patients with the condition who were undergoing a
rehabilitation program. A significant outcome of the study was that those participants who used
positive avoidance coping skills such as behavioral efforts to avoid or escape the problem,
showed a correlation with higher perceived activities of daily living, as well as with higher
subjective quality of life.
Although most individuals experience some problems with coping, most do not receive
professional help, preferring to use their own social support networks such as support groups,
and typical coping strategies that are employed when facing other stressful life events. However,
evidence suggests that use of planned problem solving and confrontive coping is less for people
with fibromyalgia, and that more passive-avoidance strategies are used (Hallberg, & Carlsson,
2000). This may be because the stressor (e.g. pain) is uncontrollable, evoking an emotionfocused response that precipitates the effect of the stressor. In addition, emotion ladened events
may significantly contribute to the sense of loss of control. Reduction in the quality of life for
many individuals with fibromyalgia is compounded by their becoming socially isolated
following loss of jobs and alienation from family and friends. However, in Lazarus’s (1993)
concept of emotion-focused coping where subjective change is produced, evidence suggests that
the emotion-focused response may generate a more positive emotional state, and an improved
quality of life. It can be assumed that this, in turn, increases the sense of control an individual
has over the perceived uncontrollable event.
One common factor found in women with fibromyalgia is that their quality of life is
reportedly lower than that of people with other chronic illnesses and that of healthy people
(Burckhardt, Archenholtz, Mannerkopi, & Bjelle 1993; Burckhardt, Clark, & Bennett, 1993). In
a study of 594 patients with a confirmed diagnosis of fibromyalgia, Kaplan, Schmidt and Cronan
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(2000) found that patients had a lower score on the Quality of Well-Being Scale than patients in
most other chronic disease categories. This result was significantly correlated with measures of
physical functioning, stiffness, anxiety, depression, pain, and sleep quality. The authors
concluded that substantial disability would be experienced with its concomitant impact on
quality of life.
A further study investigated 39 women living in either Sweden or the USA, and the
consequences their fibromyalgia had on their everyday life activities. The results showed that
the impact was considerable with the majority of women experiencing pain and fatigue for 90%
of their waking hours (Henricksson, & Burckhardt, 1996). Both groups showed similar
outcomes for the effect this had on quality of life.
In spite of the severe impact it can have on quality of life, fibromyalgia receives very
little of the respect and attention that is afforded to rheumatoid arthritis, even though it has been
shown to be similar in its debilitating effect. An explorative study on quality of life conducted
by Gaston-Johansson, Gustafsson, Felldin and Sanne (1990) examined 26 patients with
rheumatoid arthritis (RA), 22 with fibromyalgia, and 25 controls and demonstrated that all
dimensions of measurement in RA and fibromyalgia patients was significantly higher than the
control group. The RA group had scores that were higher in physical activity and pain scores
than the fibromyalgia group, whereas energy, social isolation, sleep and emotional reaction
scores were higher in the patients with fibromyalgia. The authors concluded that fibromyalgia
has a negative impact on quality of life, similar to that of RA.
A significant factor in the well-being of individuals with fibromyalgia depends on the
involvement of health care workers. It has been repeatedly stated in the literature that medical
professionals are not comfortable in attending to those patients who present with symptoms
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consistent with fibromyalgia. This, more especially, is due to the difficulty in diagnosing the
condition and the subsequent long-term care the illness requires once diagnosis is made. Health
care workers need to be cognizant of the effect fibromyalgia has on quality of life. This was
demonstrated in a study by Bernard, Prince, and Edsall (2000) who found that 270 support group
members who completed an 85-item questionnaire reported that, among other factors, they felt
the need for better educated health professionals and for people to believe that their disease was
genuine. Extra support from physicians could make the difference for patients in coping with the
disease by reducing the stress and enabling them to regain a sense of control in their lives.
Qualitative data from a study by Schaefer (1995) in which women with fibromyalgia kept
journals of their day-to-day activities, evoked themes describing how women plan their activities
based on their fear of precipitating their symptoms, how they focus on the importance of routine,
and how they recognize that daily stress affects their experience. This was supported by
previous studies that suggest that individuals with fibromyalgia make life changes based on their
illness (Gaston-Johansson et al., 1990).
Studies such as these heighten awareness of the impact of living with fibromyalgia on a
daily basis, and the pervasive influence it has on physical, psychological, social, and emotional
well-being. The uncertainty of its etiology, treatment, and prognosis stymies the efforts of
individuals with the condition to take control of their illness and optimize resources that could
benefit the quality of their lives.
Theoretical Model
The constructs that have been presented thus far lend themselves to an investigation using
the theoretical model proposed in Figure 1(p. 31). Although fibromyalgia and quality of life are
reliably correlated (Burckhardt, Clark, & Bennett, 1993), the degree to which intervening
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Figure 1. Theoretical (Hypothesized) Path Model
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variables mediate their relationship is not clear. The preceding discussion suggests that both
fibromyalgia and quality of life are related to specific features of locus of control, emotional
expressivity, and the process of coping. The extent to which these factors explain the influence
of fibromyalgia on quality of life is unknown. In the present study, a path analysis will be
conducted to examine associations between fibromyalgia, perceived locus of control, the ability
to be emotional expressive and the coping process and, then, to quantify the direct or indirect
contribution these variables have on quality of life. It is hypothesized that high levels of
fibromyalgia will be associated with low levels of emotional expressivity, an expectation of
being controlled by external influences, and an emotion-focused coping process. All of these, it
is hypothesized, will have subsequent negative effects on overall quality of life.
Statement of the Problem
The notion that emotional expressivity plays a role in health is not new. William James’
discourse of 1884 suggests that unexpressed emotions will “under certain circumstances invade
other tracts, and there work different and worse effects” (p.198).
In exploring the effect of emotion on state of well being, many perspectives have been
investigated that are thought to contribute to the disease process, in particular, diseases of
unknown etiology. Although fibromyalgia has received much attention in efforts to determine its
etiology, specific investigation of its association with emotional expressivity has not been
explored. The various aspects of fibromyalgia that rely on the capacity to persistently and
strongly express issues associated with the condition might be affected by the degree to which an
individual can be emotionally expressive.
Empirical evidence for a relationship between chronic illness (e.g., fibromyalgia), locus
of control, coping, and quality of life is well represented in the literature (Arraras et al., 2002;
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Keefe, Lumley, Anderson, Lynch, & Carson, 2001; Kobasa, Maddi, & Kahn, 1982), and
suggests that, in varying degrees, each has an influence on the other. Although fibromyalgia and
emotional expressivity have been explored separately, neither has been investigated in terms of
their relationship to each other and, subsequently, how that relationship influences locus of
control, coping process, and quality of life.
Purpose of the Study
The intent of this study is to add to the scholarly knowledge of the relationship between
the degree of impact of fibromyalgia and emotional expressivity, and how that relationship
influences the constructs of locus of control, coping style and the ultimate influence on quality of
life. Although the research and literature to date have been diligent in examining all of these
constructs separately and in various combinations, none has addressed the specific relationships
described above. Furthermore, the relationship between emotional expressivity as described in
this study and fibromyalgia is absent in the literature.
While the ultimate goal of this study is to determine whether these constructs relate to
one another, an understanding of how they influence each other is also needed so that
intervention methods can be better formulated. The elusiveness of successfully and expediently
diagnosing fibromyalgia, and the concomitant impact it can have on individuals, gives purpose to
this investigation proposed in this study.
Research Questions
1. Is there a relationship between level of fibromyalgia impact and level of emotional
expressivity? It is hypothesized that individuals with fibromyalgia who have lower
fibromyalgia impact will demonstrate higher emotional expressivity, and those who have
lower emotional expressivity will demonstrate higher fibromyalgia impact.
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2. What is the influence of fibromyalgia, emotional expressivity, locus of control, and coping
focus on overall quality of life? It is hypothesized that there will be a direct effect of the
impact of fibromyalgia on quality of life such that the higher the fibromyalgia impact, the
lower the quality of life. This effect will be accentuated by the influence of the mediating
variables emotional expressivity, locus of control and coping process and, specifically, that
lower emotional expressivity will accentuate the influence, external locus of control will
accentuate the influence, and emotion-focused coping will accentuate the influence.
Key Terms
Chronic fatigue syndrome: Chronic fatigue syndrome (CFS) is an illness that occurs
mainly among adults aged 20 to 40 years. Symptoms include debilitating fatigue of at least six
months duration not attributable to any identifiable medical condition (Fuduka, Straus, Hickie,
Sharpe, Dobbins, & Komaroff, 1994). Additional symptomatology must be present that might
include interference with the ability to concentrate, sleep disturbance, flu-like symptoms, and
multijoint pains. It is not substantially alleviated by rest, is not the result of ongoing exertion,
and results in substantial reduction in occupational, educational, social, and personal activities.
An epidemiologic study by Jason, Richman, Rademaker et al., (1999) determined that
approximately 800,000 individuals in the Unites States have CFS and 70% of these people are
women.
Coping process: When considered as a process, coping is characterized by dynamics and
changes that stem from continuous appraisals and reappraisals of the changing personenvironment (Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986). Problem-focused
coping refers to efforts that are made to change the disturbing issues in the person-environment
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relationship that are a source of distress, while emotion-focused coping refers to the efforts that
are undertaken to regulate stressful emotions (Folkman, & Lazarus, 1980).
Emotional Expressivity: There are several ways of defining emotional expressiveness.
The investigative aspect of this study focuses on it as a construct that recognizes individual
differences in the extent to which people outwardly display emotions, regardless of valence or
channel, i.e., facial, vocal, or gestural (Kring et al., 1994).
Fibromyalgia: Fibromyalgia is a chronic pain disorder characterized by widespread pain
and fatigue of at least three months duration, and pain upon palpation at multiple sites called
tender points (Wolfe et al., 1990). Its name comes from “fibro” meaning fibrous tissues, such as
ligaments and tendons, and “myo” meaning muscles, and “algia” meaning pain. It produces pain
in the soft tissues located around joints, and in skin and organs throughout the body. Individuals
with fibromyalgia awaken unrefreshed from sleep, often with intensified muscle stiffness,
aching, and prominent fatigue.
Locus of control. The locus of control construct concerns the beliefs that individuals hold
regarding the relationship between actions and outcomes. It relies upon the extent to which
individuals perceive events as a result of their own behavior (internal) or as being controlled by
some other variable such as fate, chance, powerful others, or social constraints (external)
(Folkman, 1984).
Myofascial pain syndrome: A significant number of people with fibromyalgia have a
condition known as myofascial pain syndrome, in which very painful spots (tender points) form
in taut bands in muscles or other connective tissue. Not only are these spots very painful, but
they also refer pain to other parts of the body in very predictable ways. Myofascial pain
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syndrome is a localized condition, which occurs in very specific areas (Figure 2, p. 37), typically
the neck, shoulders, or lower back and these specific areas are referred to as “tender points.”
Quality of Life: Quality of life in this investigation reflects the subjective feelings
that individuals with chronic disease have about satisfaction in participation in work activities,
active recreation and socialization, and normal activities of daily living. Flanagan (1978)
defined five domains that were identified by Americans in general as being important to quality
of life. These are: a) physical and material well being, b) relations with other people, c)
participation in social community, and civic activities, d) personal development and fulfillment,
and e) recreation. Today, these continue to be the cornerstone of what constitutes quality of life
for all people, including those with fibromyalgia.
Summary
There is a burgeoning literature addressing the topic of fibromyalgia, but many of its aspects
remain in need of elucidation. The research on fibromyalgia supports the impact that it has on
quality of life, but little research has been conducted to explore the added influence of degree of
emotional expressivity, locus of control, and coping processes. A review of the literature
suggests that individuals who have difficulties in expressing their emotions tend to have higher
levels of chronic pain conditions and, also, that locus of control and coping process influence the
capacity to effectively deal with the impact of fibromyalgia on quality of life. An investigation
into the relationship among these variables may reveal the association they have with one
another, and help to determine whether type of locus of control (internality, powerful others, and
chance), type of coping process (emotion-focused or problem-focused), and capacity to be
emotionally expressive have an influence on the impact of fibromyalgia on quality of life.
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Figure 2. Fibromyalgia Tender Points

(1, & 2) Occiput: bilateral, at the sub-occipital muscle insertions.
(3, & 4) Low Cervical: bilateral, at the anterior aspects of the inter-transverse spaces at C5-C7.
(5, & 6) Trapezius: bilateral, at the midpoint of the upper border.
(7, & 8) Supraspinatus: bilateral, at origins, above the scapula spine near the medial border.
(9, & 10) Second Rib: bilateral, at the second costochondral junctions, just lateral to the
junctions on upper surfaces.
(11, & 12) Lateral Epicondyle: bilateral, 2 cm distal to the epicondyles.
(13, & 14) Gluteal: bilateral, in upper outer quadrants of buttocks in anterior fold of muscle.
(15, & 16) Greater Trochanter: bilateral, posterior to the trochanteric prominence.
(17, & 18) Knee: bilateral, at the medial fat pad proximal to the joint line.

(Source: Frederick Wolfe, M.D. et al., "The American College of Rheumatology 1990 Criteria for
the Classification of Fibromyalgia: Report of a Multicenter Criteria Committee," Arthritis, &
Rheumatism, Vol. 33, No. 2, February 1990, pp. 160-172.)
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Chapter Two
Methodology
Method of Inquiry
The purpose of this study was to investigate the relationship between level of impact of
fibromyalgia and emotional expressivity and how that relationship influences locus of control,
coping, and quality of life in individuals with fibromyalgia. Demographic information was
obtained by use of a Demographic Questionnaire, developed by this author. Impact of
fibromyalgia was measured by the Fibromyalgia Impact Questionnaire (Burckhardt, Clark, &
Bennett, 1991). Measurement of the emotional expressivity construct was obtained through use
of the Emotional Expressivity Scale (Kring, et al, 1994). Quality of life was measured by
utilizing the Quality of Life Scale (Burkhardt, et al, 1993), and the locus of control construct was
measured by use of Levenson’s Multidimensional Locus of Control Scale (1973), yielding
internality scores on the Internal Scale (I), and externality scores on the Powerful Other Scale (P)
and the Chance Scale (C). Measurement of coping was obtained through the Ways of Coping
Questionnaire (Folkman, & Lazarus, 1985), which yielded scores on eight different scales.
There has been extensive research into the concepts of fibromyalgia and emotional
expressivity, but none has been found in the literature that explores the relationship between the
degree of impact of fibromyalgia, and the degree to which people outwardly express their
emotions. Although research to date has made a significant contribution to the understanding of
the etiology of fibromyalgia, greater awareness of the role of emotional expressivity on the
experience of fibromyalgia would be beneficial to the on-going research into its etiological
origins. Extensive research has also occurred that explores the relationship among fibromyalgia,
quality of life, locus of control, and ways of coping, but none has been found that includes the
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construct of emotional expressivity. This research expanded the existing knowledge base to
include the relationship between the degree of impact of fibromyalgia and emotional
expressivity, and whether that relationship influenced ways of coping, locus of control, and
quality of life.
Participants
The participants involved in this study consisted of 122 adults, 115 females, and 7 males
from the states of Pennsylvania, Iowa, Missouri, Washington, and Florida who had a selfreported medical diagnosis of fibromyalgia. These states were selected based on their location
so that a geographical cross-section could be obtained of individuals with fibromyalgia, giving
greater generalizability to the outcomes of the study. Individuals who were active members of
fibromyalgia support groups were invited to participate. These participants were recruited by
making contact with support group leaders in the above mentioned five states whose names and
phone numbers were supplied by the Fibromyalgia Network for support groups in Pennsylvania,
and the Arthritis Foundation for support groups in the four remaining states. A non-stratified
random sample of 728 individuals with self-reported, medically diagnosed fibromyalgia were
invited by support group leaders to participate in the study. The breakdown by gender of those
invited was 94.3% female and 5.7% male. This reflects national estimates, which indicate that of
those diagnosed with fibromyalgia, 96.5% are female and 4.5% are male. (Jason, Richman,
Rademaker et al., 1999).
Procedure
Prior to the collection of data for this study, written approval was obtained from the West
Virginia University Human Subjects Review Board (IRB). Survey packets were developed that
included: a cover letter to participants (Appendix A) that explained the purpose of the study and
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contained information regarding the confidential and anonymous nature of the data collection,
contact information for any questions regarding their participation in the study, and instructions
for completing the survey information. Also included was a letter to support group leaders
(Appendix B) that explained their role in distributing the surveys to support group members. The
packets also contained a copy of each survey instrument in a counterbalanced manner. Each
participant of the study was asked to complete the Demographic Questionnaire (Appendix C),
Fibromyalgia Impact Questionnaire (Appendix D), the Emotional Expressivity Scale (Appendix
E), the Ways of Coping Questionnaire (Appendix F), the Levenson Multidimensional Locus of
Control Scale (Appendix G), and the Quality of Life Scale (Appendix H). A self-addressed
stamped return envelope was provided to each participant for the purpose of returning the
surveys to the researcher. The participants were given an opportunity to request the results of the
study at the conclusion of the project. Participants who chose not to participate were asked to
return the packets in the return envelope provided. A total of 18 packets were returned.
Instrumentation
Demographic Questionnaire. A questionnaire was developed by the author for use in
this study that included a series of questions designed to obtain relevant demographic
information. Participants were asked to provide information regarding age, gender, marital
status, ethnicity, state of origin, number of years of fibromyalgia symptoms and number of years
since diagnosis, disability status, level of education, income, present medication profile, and use
of alternative treatments for fibromyalgia. State of origin of each participant was obtained from
the return envelope postal stamp. Relevant information gathered from this questionnaire was
included in the analyses of data.
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Fibromyalgia Impact Questionnaire. Prior to 1990, several well-established instruments,
such as the Health Assessment Questionnaire, were available to measure the health status of
persons with rheumatic diseases. However, no formal psychometric test existed that specifically
addressed the needs of a population with fibromyalgia. Thus, in 1990, the Fibromyalgia Impact
Questionnaire (FIQ) was developed to provide an instrument that filled the need (Appendix D).
Today, it stands alone as a measure that quantitates the overall impact of fibromyalgia over many
dimensions such as pain level, functioning, and sleep disturbance (Burckhardt et al., 1991)
The FIQ is a brief, self-report inventory developed to measure the components of health
that are believed to be most affected by fibromyalgia. Composed of 20 items, respondents are
asked to rate their status within the last week. The first 11 items focus on the individual’s ability
to perform activities of daily living that involve large muscle tasks (e.g. homemaking, shopping,
and socializing). Responses for these 11 items make up a physical functioning scale, and are
rated in a Likert format from 0 = always able to do to 3 = never able to do. The 11 items are
added together and divided by the number of scores to yield one physical-functioning score. In
questions 12 and 13, individuals circle the number of days they felt well and the number of days
they missed work, including homemaking, because of fibromyalgia symptoms. A 100mm
horizontal visual analogue scale (VAS) measures items 14 through 20. Each item is standardized
on a scale of 0 to 100mm, with 100mm indicating greater impairment, on which the individual
rates work difficulty, pain, fatigue, morning tiredness, stiffness, anxiety, and depression.
Individual raw scores for each item are calculated and, once initial scoring has been
completed, the results are subjected to a normalization procedure so that all scores are expressed
in similar units. If a question is missed, the final summative score is multiplied by 10/x (i.e., if
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one question is missed multiply by 10/9 = 1.111, if two questions are missed, multiply the final
score by 10/8 = 1.25, etc.).
A higher overall score indicates a greater impact of fibromyalgia on the individual.
Scores range from 0 to 100 with 100 indicating maximum impact. A score of 50 is considered to
indicate moderate severity of fibromyalgia, with severely afflicted individuals scoring 70 and
higher (Burckhardt et al., 1991).
Test-retest reliability of the FIQ items was estimated by Pearson correlations between
each of the data points over six 1-week intervals. Results ranged from an average of 0.56 for
pain to 0.95 for physical function (Burckhardt et al., 1991).
Construct validity was estimated by first gathering some evidence of the construct
validity of the Arthritis Impact Measurement Scale (AIMS), which is similar in some of its item
content to the FIQ. Once this was established, convergent construct validity testing of the FIQ
yielded the following results. Correlation analysis demonstrated that the FIQ physical
functioning item had a highly significant correlation of 0.67 with the AIMS lower extremity
physical functioning component (Burckhardt et al., 1991). Among the analogue scales, pain,
anxiety, and depression showed highly significant correlations of 0.69, 0.73, and 0.76 with their
respective AIMS scales. The FIQ item correlations with the AIMS visual analogue of syndrome
impact and the AIMS syndrome activity question were highest between the AIMS analogue scale
and 3 items on the FIQ, namely pain (0.48), fatigue (0.37) and morning tiredness (0.34) and
lowest on days of work missed (0.17). The third estimate of construct validity for the FIQ was
by principal components factor analysis with varimax rotation, which yeilded 5 factors. The first
10 items of the FIQ, which relate to activities of daily living, loaded on the first factor with
component loadings ranging from 0.50 to 0.95. Work difficulty, feeling good, pain, fatigue, rest,
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and stiffness constituted Factor 2, while anxiety, depression, and days of work missed all loaded
on separate factors (Burckhardt et al., 1991).
Kim, Lee, and Park (2002) translated the FIQ into Korean and evaluated its reliability and
validity for use with Korean-speaking patients with fibromyalgia. It was administered to 55
patients (28 of them filled out the questionnaire again 7 days later) together with a Korean
version of the Health Assessment Questionnaire (HAQ), and the Symptom Checklist-90Revision (SLR-90-R). In addition, the relevance of current clinical symptoms was also assessed.
The test-retest reliability was between 0.466 and 0.780 (total 0.778). Cronbach’s alpha was
0.800 for the FIQ first assessment and 0.857 for the FIQ second assessment, indicating
acceptable levels of internal consistency for both assessments. Significant correlations were
obtained between the FIQ items, the HAQ, the severity of clinical symptoms, and the subscales
of the SCL-90-R, which substantiated the validity of the FIQ.
Responsiveness of the FIQ as a measure of perceived clinical improvement was assessed
by Dunkl, Taylor, McDonnell, Alfano, and Conaway (2000) who used data from a randomized
placebo controlled study evaluating efficacy of magnetic therapy in patients with fibromyalgia.
Their intent was to determine the ability of the FIQ, patient ratings of pain intensity, number of
tender points, and total tender point intensity to detect clinically meaningful changes over a 6
month period. Assessment was made by the degree of association between outcome change
scores and patient global ratings of symptom change, ability of these scores to discriminate
among groups of patients whose perceived health status had changed, and the ability of these
scores to discriminate between patients who had reported improvement and those who did not.
Correlational results showed that the outcome measures were moderately responsive to perceived
symptomatic change. The authors concluded that the FIQ was the most responsive measure to
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perceived clinical improvement, and recommended its inclusion as a primary endpoint in clinical
trials of fibromyalgia.
Emotional Expressivity Scale. Kring et al., (1994) developed the Emotional Expressivity
Scale (EES) to assess the extent to which people outwardly display their emotions. The EES
(Appendix E) is a self-report measure designed to capture the general construct of emotional
expressiveness, and gives a unidimensional, generalized measure of individual differences in the
degree to which people outwardly express their emotions (Kring et al., 1994). Items on the EES
do not specify positive or negative emotions (e.g., pleasure or anger) but, instead, refer to
emotions in general (e.g., “I can’t hide the way I am feeling,” “People can read my emotions”)
and, thus, is intended to be a general measure of expressiveness. Also, it is not intended to
reflect the manner in which emotion is expressed (e.g. facially, gesturely). Indeed, it was the
goal of the authors to develop a single scale that would pertain specifically to expressiveness
rather than any other aspects of emotion, and would reflect how often and how strongly a person
outwardly displays emotion.
The EES is comprised of 17 items to which participants respond using a 6-point Likert
scale where 1 = never true and 6 = always true, which allows participants to rate the extent to
which each item applies. Scores range from 17 to 102 with higher scores reflecting greater
expressivity.
Scale construction was generated using either college students or adult community
residents to create six scales that were considered representative of the emotional expressivity
construct. Reliability coefficients ranged from 0.90 to 0.93 across these six scales. With an
average Cronbach’s alpha of 0.91 across seven administrations, the EES was found to be highly
reliable. The 4-week test-retest correlation was 0.90. Convergent and discriminant validities
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showed that the EES relates to other measures of emotional expressiveness that assess affect
intensity (average r = .40) indicating that more expressive individuals tend to experience their
emotions more strongly (Kring et al., 1994). Also, a negative relationship was found between
the EES and the inability to experience pleasure, which suggests, for example, that people who
report that they derive pleasure from social situations and interactions tend also to report that
they are expressive. In other words, a lower emotional expressivity infers a lower ability to
experience pleasure. In addition, constructs that were conceptually unrelated to expressiveness,
such as self-esteem and social desirability, were found uncorrelated to the EES (Kring et al.,
1994).
Multidimensional Locus of Control Scale. The construct of locus of control has been
extensively used by investigators in a wide variety of situations, and has occupied a central
position in personality research for the past 30 years. Thus, a variety of loci of control scales
have been developed. The multidimensional view of locus of control was developed by
Levenson (1973) and was a reconceptualization of Rotter’s (1966) unidimensional I-E Scale,
which was widely used to measure the degree of internality versus externality. This forced
choice scale brought into debate the validity of what it measured. Hence, Levenson’s scale was
intended to improve upon Rotter’s by developing an instrument that specifically measured
beliefs related to the operation of three dimensions: beliefs in personal control (Internal Scale);
powerful others (Powerful Others Scale); and chance (Chance Scale). These I, P, and C scales
were theoretically derived out of the conceptualization that externality has two dimensions,
which includes those who believe in powerful others (one external dimension) will behave
differently from those who feel that the world is unordered and unpredictable (a second external
dimension) (Lefcourt, Miller, Ware, & Sherk 1981). It was Levenson’s contention that in the
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former case, a potential for control exists suggesting that to be external does not necessarily
imply undesirability or maladjustment.
In constructing the scale, Levenson developed a 7-point Likert format as opposed to the
forced choice format of Rotter’s scale, with the intention of increasing the statistical
independence of each dimension. Statements are phrased in a manner that pertains only to the
persons answering the questions, and measures the degree to which they feel they have control
over what happens specifically to them.
The I scale measures the extent to which individuals answering the question believe they
have control over their own lives (e.g. “Whether or not I get to be a leader depends mostly on my
abilitity”). The P scale measures the extent to which individuals believe they are controlled by
others who have power over them (e.g. “In order to make my plans work, I make sure that they
fit in with the desires of people who have power over me”). The C scale is concerned with
individuals’ perceptions that their lives are largely influenced by chance or fate, situations, or
events (e.g. “When I get what I want, its usually because I’m lucky”).
The scale consists of 24 items comprised of three 8-item subscales (I, P, and C) that are
responded to on a Likert scale of strongly disagree (-3) to strongly agree (+3), including a
midpoint of zero. The range on each scale is 48, achieved by adding a constant of 24 to the total
of each scale to eliminate the negative values (Levenson, 1981).
Internal consistency reliability estimates for the Multidimensional Locus of Control Scale
are moderately high which, according to Levenson (1981), is to be expected when the items
sample a variety of situations. For an adult psychiatric sample of 115, alpha reliabilities were .51
for the I scale, .72 for the P scale, and .73 for the C scale (Wallston, Wallston, & DeVellis,
1978). Levenson (1973) found similar estimates for a hospitalized psychiatric sample (.67, .82,
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and .79 respectively). For the hospital psychiatric sample, Levenson (1973) also found split-half
reliabilities of .62, .66, and .64 for the I, P and C Scales. Test-retest reliabilities for a one-week
period ranged between .60 and .79, and a seven-week test-retest period yielded correlations of
.66, .62, and .73 respectively (Levenson, 1973).
Validity has been demonstrated through both convergent and discriminant methods.
Investigatiions by Levenson (1973) and Wallston (1989), and others, have found that the P and C
scales show low to moderate correlations ranging from .41 to .60. Correlations of the P and C
scales with the I Scale have been minimal ranging from -.25 to .19 (Levenson, 1973; Wallston,
1989). Relationships to Rotter’s I-E Scale was a positive correlation with both the P Scale (.25)
and the C Scale (.56), and negative with the I Scale (-.41) (Levenson, 1973).
The concept of multidimensional locus of control has application to health behaviors and
perceptions. Levenson (1973) lists adoption of sick role behaviors, use of preventive measures,
development of addictions or habits, receptivity to medical regimens, and recovery from disease
processes or accidents as being particularly pertinent. Evidence suggests that those who feel
reinforcements are contingent upon their own behaviors are more likely to use preventive and
ameliorative measures to help them in their health and recovery (Levenson, 1973).
Additional studies have investigated the appropriateness of the use of the
multidimensional scale in regard to health related concerns. Donovan and Leary (1978) found
correlations of .24, .44, and - 15 respectively for the I, P and C Scales in an alcoholic sample.
Shaddish, Arrick, and Hickman (1979) administered the Scales to 66 male veterans on an
inpatient spinal cord unit. It was found that spinal cord injury patients were far more likely to
perceive chance as controlling their lives than were adult noninjured males. Furthermore,
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multiple regression analysis suggested that the best predictor of poor psychological adjustment to
the injury was the perception that their lives were controlled by powerful others.
Levenson (1973) highlights the major consistency between serious disease or injury and
the perception of the role of powerful others in controlling outcomes. Longer survival and better
adjustment are related to lower perception of the role of powerful others. Thus, Levenson (1973)
suggests that helping patients to control their internality may be less effective for increasing
health and well being than exploring the doctor-patient relationship, and the doctor’s role as
“healer.” This perspective could have applicability to the present study because the literature
supports the impact that poor doctor-patient interactions has on delaying diagnosis and treatment
for individuals with fibromyalgia.
The Ways of Coping Questionnaire. The Ways of Coping Questionnaire (WOC) is a 66item questionnaire designed to identify the cognitive and behavioral coping strategies people use
to manage their reactions to a specific stressful encounter. It measures coping processes, not
coping dispositions or styles (Folkman, & Lazarus, 1985), and holds that the quality of a coping
strategy can only be judged relative to adaptive outcomes that correspond to specific contexts.
While the WOC accounts for the dynamic nature of the coping process, the focus of the present
study is on its function to assess tendencies toward problem-focused coping or emotion-focused
coping. Problem-focused coping refers to the efforts made to manage the source of stress in the
troubled person-environment relationship, while emotion-focused coping refers to the efforts
made to regulate stressful emotions (Folkman, & Lazarus, 1985).
Factor analysis of the WOC revealed eight empirically derived coping scales which yield
scores on 1) confrontive coping, 2) distancing, 3) self-control, 4) seeking social support, 5)
accepting responsibility, 6) escape-avoidance, 7) planful problem solving, and 8) positive
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reappraisal [see Table 1 (p. 51) for a description of these coping scales] (Folkman, Lazarus,
Dunkel-Schetter, DeLongis, & Gruen, 1986). Dunkel-Schetter, Folkman, and Lazarus (1987)
conducted additional factor analyisis of these eight factors. Two factors emerged. The first
contains seeking support, problem solving, positive reappraisal, and confrontive coping. The
second contains distancing, accepting responsibility, and escape avoidance. The self-control
scale loaded similarly on both factors. The authors concluded that the two factors corresponded
conceptually to problem-focused coping and emotion-focused coping.
The WOC (Appendix F) consists of 50 items (plus 16 filler items) within the eight coping
scales (Folkman, & Lazarus, 1988) and a response format that uses a four-point Likert scale
indicating the frequency with which each strategy is used. The Likert scale ranges from 0 (not
used) to 4 (used a great deal). It typically requires 10 minutes to complete the WOC although the
time will vary with respondents. Items on the Questionnaire have been designed to be answered
in relation to a specific stressful encounter that requires respondents to recall a stressful event
from the previous week.
Intercorrelations among the scales is quite low, confirming their desired distinctiveness.
Test-retest estimates of reliability are inappropriate because the WOC measures ways of coping,
which are variable. However, internal consistency reliabilities of the coping measures were
estimated with Cronbach’s coefficient alpha and were shown to range from .61 (distancing) to
.79 (positive reappraisal).
Construct validity has been established by demonstrating congruence between theoretical
predictions and research supporting coping processes that consist of both problem-focused and
emotion-focused strategies (Folkman, & Lazarus, 1980; Folkman et al., 1986, Folkman, &
Lazarus, 1985).
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The Quality of Life Scale. The subjective quality of life of Americans in general has been
measured repeatedly over the past 30 years. In 1978, Flanagan used the critical incident
technique to inductively develop the domains of life that corresponded to individuals’
satisfaction with life. Fifteen domains emerged and were developed into the Quality of Life
Scale (QOLS). It was found that most Americans identified five broad dimensions into which
these domains could be placed: 1) physical and material well-being, 2) relations with other
people, 3) participation in social community and civic activities, 4) personal development and
fulfillment, and 5) recreation (Burckhardt, Woods, Schultz, & Ziebarth, 1989).
Developed by Flanagan in the 1970’s using a random sample of 3000 men and women
ages 30, 50, and 70, no reliability data were reported at that time. A factor analysis of the scale
items suggested that the scale had construct validity and that it was multidimensional. Today, the
QOLS has 16 items rather than the 15 items found in the original Flanagan version (Appendix
H). An additional item was added to strengthen the instrument’s content validity in chronic
illness groups. Item 16 was added to reflect the importance to individuals with chronic illness of
remaining independent and able to care for themselves.
The 16-item Likert-type scale asks participants to rate their satisfaction with each item
using the 7-point Delighted-Terrible Scale with a higher score indicating a higher quality of life.
Scoring is such that participants select from a range of responses and is intended to give a range
of possible responses that include affective components as follows: 7) delighted, 6) pleased, 5)
mostly satisfied, 4) mixed, 3) mostly dissatisfied, 2) unhappy, and 1) terrible. The scale is
summed across the 16 items to yield a total satisfaction score, which ranges from 15 to 112.
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Table 1
Description of Ways of Coping Scale
Confrontive Coping

describes aggressive efforts to alter the situation and suggests
some degree of hostility and risk-taking.

Distancing

describes cognitive efforts to detach oneself and to minimize the
significance of the situation.

Self-Controlling

describes efforts to regulate one’s feelings and actions.

Seeking Social Support

describes efforts to seek informational support, tangible support,
and emotional support.

Accepting Responsibility

acknowledges one’s own role in the problem with a concommitant
theme of trying to put things right.

Escape-Avoidance

describes wishful thinking and behavioral efforts to escape or
avoid the problem. Items on this scale contrast with those on the
Distancing scale, which suggest detachment.

Planful Problem Solving

describes deliberate problem-focused efforts to alter the situation,
coupled with an analytic approach to solving the problem.

Positive Reappraisal

describes efforts to create meaning by focusing on personal
growth. It also has a religious dimension.
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In 1989, Burckhardt et al. (1989) tested the reliability and validity of Flanagan’s QOLS in
four chronic illness groups – diabetes mellitus, ostomy secondary to colon cancer or colitis,
osteoarthritis, and rheumatoid arthritis. Four instruments were used for this purpose: they were
The Life Satisfaction-Short Form (LSI-Z) (Wood, Wylie, & Sheafor, 1969), the Duke-UNC
Health Profile (DUHP) (Parkerson et al., 1981), the Arthritis Impact Measurement Scale (AIMS)
(Meenan, Gertman, & Mason, 1980), and the Ostomy Adjustment Scale (OAS) (Olbrisch, 1983)
and were administered to 227 adults three times over six weeks. The QOLS demonstrated high
internal consistency in all groups and across times with an average of .87. Test-retest reliability
coefficients ranged from .76 for the 6-week interval to .78 and .84 for the two 3-week intervals.
Convergent and discriminant construct validity was supported. Correlation coefficients between
the QOLS and the LSI-Z were the highest, and correlations between the subscales of the DUHP
and the AIMS (the two health status instruments) were moderate. Correlations between the OAS
and the QOLS were low to moderate. This low to moderate correlation as well as that between
the subscales of pain, physical functioning, and symptoms of the AIMS and DUHP and the
QOLS on all three testings indicate discriminant validity. These findings indicate that subjective
satisfaction with quality of life is related to, but not the same as, health status.
Research Design and Analysis
The study employed a correlational design using path analysis. This technique allows
the evaluation of models that embody hypotheses concerning relationships among variables.
Theoretical models can be revised and refined using statistics that test the individual paths in the
model. This allows the user to retain significant paths that improve the model’s overall goodness
of fit between the model and the data for which it seeks to account. The goal is to seek the most
parsimonious explanation of the data. The term “model’ refers to the hypotheses about a given
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set of variables and the relationship among them. It also incorporates the separate diagrams that
are drawn to represent the hypothesized theoretical diagram and the results of statistical analysis
conducted on the theoretical model.
Path analysis explores whether the theoretical model is consistent with the measured data
by providing estimates of the magnitude of the hypothesized effects. This permits statements to
be made concerning the direction of causal flow between variables. However, path analysis
cannot confirm a single causal order because other possible sequences may explain the findings;
thus, it cannot establish the direction of causality (Everitt, & Dunn, 1991). A path diagram,
initially constructed based on existing knowledge or assumptions, depicts relationships among
theoretical and observed variables, and can be viewed as a compact statement of a set of
hypotheses (Klem, 1998). All the relationships in the path diagram must be capable of being
tested by straightforward multiple regression. Because the mediating variables all have to serve
as dependent variables in the multiple regression analyses, each of them must be capable of
being treated as being on an interval scale. Multiple regressions are performed according to the
number of variables in the path model and the relationships that are being proposed. The model
is intended to explain variance in those variables.
Variables in path analysis can be described in terms of being exogenous, which are the
independent variables, and endogenous, which includes dependent and mediating variables. For
the purposes of this study, the fibromyalgia variable is the only exogenous or independent
variable, and is expected to influence the mediating and dependent variables. Endogenous
variables include the mediating variables of coping processes, locus of control, and emotional
expressivity, which are used to predict the paths through which independent variables directly
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influence dependent variables. The outcome measure of quality of life is also an endogenous
(dependent) variable.
Path models are read from left to right with the exogenous variables (fibromyalgia) on the
left, the mediating variables in the middle, and the dependent variable (quality of life) on the
right side. Arrows (i.e. paths) are drawn from left to right in the diagrams, and are used to
indicate the relationships, both predicted and measured, among the variables. In order to record
the statistical outcome of the hypothesized model, path coefficients are used to describe the
relationship between the variables. The present model uses standardized (z-scores) scores, and
the path coefficients equal the beta (β) weights from the multiple regression analyses, such that
the higher the value, the stronger the relationship. Scores are recorded above each arrow.
To answer the research questions, first, a linear path model was drawn to link the
hypotheses together. This model served as a heuristic device for organizing the hypotheses to
describe one likely sequence of events by which the impact of fibromyalgia on an individual can
affect the quality of life. Next, a correlational analysis was performed between the model’s
variables so that the strength and direction of the bivariate relationship could be examined, which
was then followed by a multivariate analysis of the model’s overall goodness of fit using path
analysis.
For this study, the theoretical model was composed of five constructs as illustrated in
Figure 1 (p. 31): the condition of fibromyalgia, perceived control, capacity for emotional
expressivity, coping process, and condition of quality of life. In contrast, the outcome model
identified the observed variables used to measure the variables in the theoretical model. Five
pencil-and-paper instruments were used in the outcome model: the Fibromyalgia Impact
Questionnaire (FIQ), the Emotional Expressivity Scale (EES), the Ways of Coping
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Questionnaire (WOC), the Multidimensional Locus of Control Scale (MLCS), and the Quality of
Life Scale (QoL).
Because most of the individual effects of the eight scales on the WOC cancel each other
out when summed in a bivariate correlation, composite scores were used as developed by
Dunkel-Schetter, Folkman, and Lazarus (1987). These authors factor analyzed the eight scales
of the WOC and emerged with two factors, which corresponded conceptually to problemfocused and emotion-focused coping (Table 1, p. 51). The first factor contained seeking support,
problem solving, positive reappraisal, and confrontive coping and was defined as problemfocused coping. The second factor included distancing, accepting responsibility, and escape
avoidance and was defined as emotion-focused coping. The self-control index was found to
serve either function.
For the purposes of the present study, the scales were used in the manner defined by
Dunkel-Schetter, Folkman and Lazarus (1987). Once the eight scales were divided into
problem-focused and emotion-focused coping (creating two scales) a composite score was
computed by adding the two scales together. The composite score was then used to represent the
single variable of coping process.
Likewise, scales on the MLCS were separated into two scales based on Levenson’s
(1973) concept of internality and externality. Externality has two dimensions which includes the
belief in powerful others and the belief that the world is unordered and unpredictable. These two
dimensions were combined to create one scale. Internality measures the dimension of belief in
personal control and was used alone for the second scale. A composite score was then computed
by adding these two scales together, which was then used to represent the single variable of
perceived sense of control. Creating composite scores increases measurement error because the
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standard error of measurement from two variables is added. This makes it more difficult to
determine whether measured differences between groups are “real” or whether they are due to
other sources. It is unknown whether the effect is random or systematic.
Figure 3 (p. 69) provides the values of direct and indirect paths. Direct paths are
equivalent to the beta weights, and indirect paths are the sums of the products of the direct paths
that make up the indirect paths. For example, in Figure 4, (p. 70) the direct effect of condition of
fibromyalgia on perceived control was multiplied by the direct effect of perceived control on
perceived quality of life to obtain the indirect effect of condition of fibromyalgia on perceived
quality of life. In addition to the data gathered from the model, a Pearson correlation coefficient
was performed to determine the strength and direction of the bivariate association among the
variables in the model.
To investigate the first research question on the influence that the relationship between
fibromyalgia and emotional expressivity has on locus of control, coping process, and quality of
life the bivariate association between fibromyalgia and emotional expressivity was examined.
This was followed by an examination of the indirect effects these two variables predicted on the
criterion quality of life in the observed (measured) path model. Path analysis was used to
examine the second research question and to identify the variables that produced the most
parsimonious model and contributed to the quality of life either directly or indirectly.
Forced entry multiple regression analysis was used to enter the variables into the model.
This provided information on the influence of fibromyalgia on perceived quality of life.
Analyses were conducted using appropriate procedures within the SPSS – Based 10.0 statistical
software package. The alpha levels for all tests of significance were p < .05. Descriptive
statistics were used to summarize the data, and Pearson correlation coefficients were then
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performed to determine the strength and direction of the bivariate association between all the
interval variables in the model. Correlation matrices were also used as a basis of the path
analysis process.
Analysis of Research Question 1: Research Question 1 explored the relationship between
level of fibromyalgia impact and level of emotional expressivity. A multiple linear regression
was computed in which fibromyalgia impact was the predictor and emotional expressivity was
the criterion. Additionally, the correlation (Pearson) between degree of fibromyalgia impact and
level of emotional expressivity was computed. Analyses of the data were used to identify the
significance of the bivariate correlation relationship, and the influence of the relationship in the
path model.
Analysis of Research Question 2: Research Question 2 examined the influence of
fibromyalgia, emotional expressivity, locus of control, and coping process on overall quality of
life. Each of the relationships in the theoretical path model was investigated using multiple
regression analyses. The path analyses treated each variable as a regressor upon the immediate
and previous variables; thus, four multiple regression analyses were performed. Analyses of the
data were used to assess whether a path model could be found that was consistent with the data
collected (Klem, 2000). The original theoretical model was tested in this way, and the resultant
statistical information was used to identify the final observed model.
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Chapter Three
Results
The study was designed to investigate the relationship among the constructs of
fibromyalgia, emotional expressivity, locus of control, ways of coping, and quality of life, as
they pertain to individuals with fibromyalgia. Two research questions were hypothesized with
the first investigating the relationship between fibromyalgia and emotional expressivity. It
hypothesized that individuals who have less fibromyalgia impact will demonstrate higher levels
of emotional expressivity, while those with higher fibromyalgia impact will demonstrate lower
levels of emotional expressivity. The study then examined these constructs together with locus
of control, coping process, and perceived quality of life, hypothesizing that quality of life would
be influenced by the other four constructs, and would be directly effected by fibromyalgia.
Although both categorical and continuous data were obtained from the surveys, only continuous
data were utilized in the analyses. Study findings are reported in three sections. The first section
presents demographic data associated with the sample, the second discusses the bivariate
correlations, and the third section reports the findings of the path analysis.
Demographic Information
One-hundred and forty-five (19.5%) of 724 individuals sampled responded to the request
for participation in the study by returning the completed packets in the prepaid envelopes
provided. One person failed to complete most of the survey, and 18 participants returned blank
surveys. These 19 participants were subsequently removed from the study, resulting in 122
(17%) completed sets of questionnaires that were used in the analyses.
Ethnicity was dominated by white participants who numbered 121, with an additional one
person who reported herself as American Indian. The sample included 94.3% females and 5.7%
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males. Ages ranged from 25 to 87 years with a mean age of 55.39 years. A large percentage
(39.5%) of the respondents were over the age of 60, which is significantly larger than the
nationally reported 7% of women in this age group (Harvard Health Letter, 1999). Marital status
included single, married, divorced, and widowed individuals from five states including
Pennsylvania, 30.3% (37), Iowa, 9.0% (11), Missouri 24.6% (30), Washington, 23.0% (28), and
Florida 13.1%, (16) (Table 2, p. 61).
Number of hours worked per week was reported by 25.3% (31) of the participants, and
ranged from 10 to 60 hours with a mean workweek of 9.80 hours. (The 60-hour week was
worked by a male). An additional 54.9% (67) of the participants reported that they did not work,
and 19.7% (24) did not respond. Change in work status over the time period had occurred for
37.7% of the overall sample, with most of this representing loss of work capacity.
Annual income covered the full range listed in the survey from less than $10,000 per year
to more than $80,000. The median income ranged from $30,000 to $39,000, while the modal
income category was below $10,000.
Current disability status, which described whether participants were receiving any
government or insurance benefits, can be reviewed in the demographic table (Table 2, p. 61).
Social Security Disability Income and Supplemental Security Income benefits were reported by
fewer than expected participants (32.8%). Level of education, which ranged from noncompletion of high school to post-graduate college degree, is also included in Table 2.
Participants’ information on duration of symptoms and years since diagnosis revealed a
range of 5 to 60 years for symptoms of fibromyalgia , and from 5 to 30 years for diagnosis. The
median year for symptoms was 11 years, while 7.5 years was the median for years of diagnosis.
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In addition, pharmacological profiles on each individual indicated that 111 (91%) of participants
were on prescription medication.
There was a vast range of medications reported, most of them falling in the categories of
analgesics, anti-depressants, anti-inflammatories, sedatives, narcotics, thyroid replacements, and
dietary supplements. The use of prescribed analgesics was reported by 41.8% (51) of the
sample, while 55.7% (68) used over-the-counter (OTC) remedies. Participants who reported
analgesic use indicated that, according to their pain severity, they used both prescribed and OTC
treatment. In addition, an overall 43.3% indicated that they used prescribed narcotics for severe,
intractable pain. Reported prescriptions for narcotics included oxycontin (16.4%), percocet
(12.2%), methadone (2.45%), morphine (2.45%), darvocet (9%), darvon (5%), and duragesic
(3.2%), with some individuals having more than one prescription (e.g., oxycontin and morphine).
Neurontin, which is used for nerve pain, was prescribed for 18.85% of the participants, and antidepressant medication for 71.3%.
Although 40% of individuals were not using alternative treatments, among those who
were, 22.4% reported using therapeutic massage, 21.3% were currently receiving chiropractic
treatment, 12.8% endorsed the use of acupuncture, while 9.6% used warm water therapy. A
myriad of vitamin regimes and herbal remedies were reported.
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Table 2
Demographic Information

Variable

n

Percent

Age of Respondent
25-30 Years

5

4.0

31-40 Years

15

12.2

41-50 Years

25

20.5

51-60 Years

29

23.8

61-70Years

32

26.3

71-80 Years

13

10.8

Over 80 Years

3

2.4

Male

7

5.7

115

94.3

Single

19

15.6

Married

86

54.1

Divorced

16

13.1

Widowed

21

17.2

121

99.2

1

.8

Gender

Female

Marital Staus

Ethnicity
Caucasian
American Indian
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Table 2 (continued)

Variable

n

Percent

State of Residence
Pennsylvania

37

30.3

Iowa

11

9.0

Missouri

30

24.6

Washington

28

23.0

Florida

16

13.1

<5 years

31

25.4

6-10 years

52

42.6

11-15 years

25

20.5

16-20 years

8

6.6

21-30 years

5

4.1

Did Not Respond

1

0.8

<5 years

26

21.4

6-10 years

29

23.7

11-15 years

34

27.8

16-20 years

14

11.5

21-30 years

10

8.2

31-40 years

5

4.1

41-60 years

4

3.3

Years Diagnosed

Years Symptoms
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Table 2 (continued)

Variable

Percent

n

Hours Worked Daily
10-20 hours

8

6.6

21-30 hours

6

4.9

31-40 hours

15

12.3

> 40 hours

2

1.6

Not Working

67

54.9

Did Not Respond

24

19.7

High School

58

47.5

College

39

32.0

Post Graduate

18

14.8

7

5.7

Supplemental Security Income

18

14.8

Social Security Disability Income

22

18.0

Worker’s Compensation

0

0

Veteran’s Administration

2

1.6

Employer

3

2.5

21

17.2

Other

4

3.3

None

52

42.6

Educational Level

< than High School Education

Current Disability Status

Private Insurance
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Table 2 (continued)

Variable

n

Percent

Medications
None

11

9.1

Prescribed analgesics (Non-Narcotic)

51

41.8

OTC analgesics

68

55.7

Narcotics

53

43.4

Anti-seizures (Neurontin)

21

17.2

Antidepressants

87

71.3

Chiropractic

26

21.3

Warm Water Treatment

12

9.8

Therapeutic Massage

28

22.9

Acupuncture

16

13.2

None

40

32.8

< $10,000

19

15.6

$11,000-$19,000

12

9.8

$20,000-$29,000

16

13.1

$30,000-$39,000

15

12.3

$40,000-$49,000

17

13.9

Alternative Treatments

Annual Income
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Table 2 (continued)

Variable

Percent

N

$50,000-$59,000

8

6.6

$60,000-$69,000

4

3.3

$70,000-$79,000

3

2.5

> $80,000

6

4.9

22

18.0

No Response

_________________________________________________________________________
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Table 3 (p. 67) contains information with regard to the bivariate (i.e. zero order)
relationships between pairs of variables. These relationships were examined to determine
whether their directionality and strength supported the theoretical model being proposed. The
following overview of the results indicates that the directionality of the association predicted by
the model was supported. High fibromyalgia impact was significantly related to low emotional
expressivity and low quality of life. It was also found that as the levels of fibromyalgia impact
increased there was an associated increase in the following subscales of the WOC: distancing,
self-controlling, and escape avoidance. A similar associated increase was found in the LOC
subscales of powerful others and chance.
Low levels of quality of life were strongly related to low levels of the following scales of
the WOC: distancing, self-controlling, and escape avoidance, while the planful problem solving
and positive reappraisal subscales of the WOC were found to be related to a high quality of life.
The LOC subscales of powerful others and chance were associated with low quality of life but an
internal LOC was associated with a high quality of life. Low quality of life was strongly
associated with low levels of emotional expressivity.
In addition, low levels of emotional expressivity were associated with low levels on the
following subscales of the WOC: distancing, self-controlling, and escape avoidance, while
seeking social support was related to high levels of emotional expressivity. The LOC subscales
of powerful others and chance were strongly related to low levels of emotional expressivity,
while an internal LOC was associated with high levels of emotional expressivity.
As might be anticipated, variables that can be shown to reduce the quality of life are
closely related to one another. High levels of fibromyalgia impact were strongly correlated with
low emotional expressivity, low locus of control was associated with powerful others and
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Table 3
Correlations Between Measures of Fibromyalgia, Emotional Expressivity, Quality of Life, Ways of Coping, and Locus of Control
Measure/Variable

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

1. FIQ

1.000

2. EES

-.204*

1.000

3. Q OF L

-.554**

.245**

1.000

4. WOC

-.298**

.379**

.478**

1.000

5. LOC

-.362**

.316**

.566**

.525**

1.000

6. WOC-Con.Coping

.182*

.140

-.002

.389**

.137

1.000

7. WOC-Distancing

.205*

-.258**

-.211*

-.312**

-.173

.256**

1.000

8. WOC-Self-Cont

.256**

-.308

.256**

-.087

-242**

.199

.483**

1.000

9. WOC-Seek Soc. Supp.

.033

.231*

.068

.659**

.227*

.477**

.008

.225

1.000

10. WOC-Accept. Resp.

.113

-.080

.004

-.016

.031

.360**

.314**

.370**

.216*

1.000

11. WOC-Escape-Avoid

.501**

-.349**

-.570**

-.541**

-.490**

.209**

.450**

.477**

.072

.355**

1.000

12. WOC-Plan. Prob. Solv.

-.161

.105

.215*

.649**

.210*

.299**

.142

.263**

.432**

.291**

-.159

1.000

13. WOC-Pos. Reappr.

-.125

.092

.360**

.639**

.391**

.346**

.185*

.251**

.512**

.414**

-.036

.512**

1.000

14. LOC-Pwr. Oth

.244**

-.251**

-.507**

-.406**

-.906**

-.146

.149

.267**

-.163

.013

.398**

-.070

-.310**

1.000

15. LOC-Chance

.336**

-.329**

-.471**

-.525**

-.897**

-.072

.244**

.250**

-.217*

.077

.540**

-.232*

-.265**

.780**

1.000

16. LOC-Internal

-.331**

.181*

.404**

.348**

.609**

.121

.008

-.031

.183

.226*

-.225*

.244**

.422**

-.336**

-.323**

Note. ** Correlation is significant at the 0.01 level (2-tailed), * Correlation is significant at the 0.05 level (2-tailed),
FIQ = Fibromyalgia Impact Questionnaire, EES = Emotional Expressivity Scale, QoL = Quality of Life, WOC= Ways Of Coping, LOC = Locus of Control

16

1.000
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chance, and low coping process was associated with distancing, self-controlling, and escape
avoidance. Hence, it can be seen that many of the variables in this study have a relationship.
Given the complexity of these interrelationships, path analysis is an important method of
investigating them in an effort to understand these relationships, and refine and clarify the
picture presented in the bivariate correlation matrix in Table 3 (p. 67).
Path Analysis of the Observed Model
The observed path analysis model is shown in Figure 3 (p. 69). Four regression analyses
were computed to define the model. For Regression Analysis 1, Quality of Life was the criterion
variable, and (a) FIQ, (b) Emotional Expressivity, (c) Coping, and (d) LOC were the predictor
variables. The standard regression weights were (a) - 0.379, (b) – 0.010, (c) + 0.197, and (d) +
0.328, respectively. For Regression Analysis 2, coping was the Criterion Variable and (a) FIQ,
(b) EES, and (c) LOC were the predictors. The standardized regression weights were (a) –
0.101, (b) + 0.226, and (c) + 0.417, respectively. For Regression Analysis 3, EES was the
criterion variable and FIQ was the single predictor variable. The standardized regression weight
was (a) – 0.204. For Regression Analysis 4, LOC was the criterion variable, and FIQ was the
predictor variable. The standardized regression weight was (a) – 0.362. The equations
summarizing these regression analyses are illustrated in Figure 4 (p. 70).
The direct effect between FIQ and QoL was – 0.379, indicating a significant (p <.01)
relationship between these two variables. That is, as the impact of fibromyalgia increased, the
quality of life decreased. The only indirect effect yielding an influential path (- 0.362 x + 0.328
= - 0.119) was the FM → LOC → QoL. Thus, LOC appears to be a mediating variable between
FIQ and QoL. The remaining indirect effects were quite small, as may be seen in Figure 5 (p.
71). The total effect achieved by summing the direct effect and the indirect effects was 0.555.
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* p < .05
**p < .01

Figure 3. Observed (Measured) Path Model: Influence of fibromyalgia, locus of control, coping
process, and emotional expressivity on quality of life.
______________________________________________________________________________
Key:

FIQ

Fibromyalgia Impact Questionnaire

LOC

Multidimensional Locus of Control Scale

WOC Ways of Coping Questionnaire
EES

Emotional Expressivity Scale

QoL

Quality of Life Scale
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1. QoL = b11 FIQ + b12EES + b13WOC + b14LOC
-0.379 + -0.010 + 0.197 + 0.328 + e
2. WOC = b21FIQ + b22EES + b23LOC + e2
-0.101 + 0.226 + 0.417 + e
3. EES = b31 FIQ + e3
-0.204 + e
4. LOC = b41FIQ + e4
-0.362 + e

Figure 4. Summary of the Four Regression Equations Used in the Path Analysis.

Key: FIQ

Fibromyalgia Impact Questionnaire

QoL

Quality of Life

WOC

Ways of Coping Questionnaire

EES

Emotional Expresivity Scale

LOC

Multidimensional Locus of Control Scale
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Indirect Effects

Totals

0

FIQ → EES → QoL ⇒ -0.204 x –0.010

0.002

FIQ → EES → WOC → QoL ⇒ -0.204 x 0.226 x 0.197

-0.009

FIQ → WOC → QoL ⇒ -0.101 x 0.197

-0.020

FIQ → LOC → QoL ⇒ -0.362 x 0.328

-0.119

FIQ → LOC → WOC→ QoL ⇒ -0.362 x 0.417 x 0.197

-0.030

Direct Effect
FIQ → QoL ⇒ -0.379

-0.379

Total Effect

-0.555

Total Direct Effects + Indirect Effects from the Observed Path Model is -0.555
Pearson Correlation between Fibromyalgia and Quality of life is -0.554

Figure 5. Effects Table Showing Totals of Direct and Indirect Effects of Variables on Quality
of Life
______________________________________________________________________________

Key:

FIQ

Fibromyalgia Impact Questionnaire

EES

Emotional Expressivity Scale

QoL

Quality of Life Scale

WOC Ways of Coping Questionnaire
LOC

Multidimensional Locus of Control Scale
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As discussed by Klem (2002), the test of the model is determined by “closeness” between
the total effect and the zero-order Pearson Correlation coefficient between FIQ and QoL (the
hypothesized direct effect). In this investigation, the zero-order correlation between FIQ and
QoL was - 0.554, while the calculated total effect from the model was a nearly identical – 0.555
finding (Figure 5, p. 71). This indicates that the model is accurate in its explanation of the total
variance of the 5 variables in the model.
Analysis of the Incremental Proportion of Variance
It may be found that a path model contains predicted paths that are not statistically
significant and are not contributing to the goodness of fit (explained variance) of the model. If
this is found, a decision can be made whether to “trim” the path from the model. This approach
was used in this study to test the hypothesis that coping process significantly and independently
contributed to an individual’s perceived quality of life. Thus, the path model was reanalyzed
with and without the coping process variable and it was determined that inclusion of coping
process produced a significant improvement in the model’s overall goodness of fit. Analysis of
the model with the coping process variable removed accounted for 53% of the variance in the
fibromyalgia impact; whereas, the inclusion of the coping process variable accounted for 70% of
the variance in the impact of fibromyalgia on quality of life. An improvement in fit of 17% was
gained, indicating that the observed path model (Figure 3, p.69) is a better fit for the data when
the coping variable is included.
In order to determine the statistical significance of the incremental proportion of the
variance explained between two path models, an F ratio is calculated (Rankin, Haut, & Keefover,
2001). Thus, analysis of the two path models with and without the coping process variable
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indicated that the inclusion of coping process made a significant contribution to the model’s
goodness of fit (F[1,117] = 65.38, p <.01) and to the explanatory power of the model.
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Chapter Four
Discussion
Overview of the Literature
Fibromyalgia is a common chronic condition that affects an individual’s whole
psychosocial, emotional and functional situation. It is one of the most common disorders seen
by rheumatologists and perhaps the most enigmatic. Its impact often implies loss of freedom,
threat to integrity, and a struggle to achieve relief and understanding (Soderberg, & Lundman,
1999). As with many chronic pain syndromes, it is extremely difficult, and often impossible, to
explain from a purely medical causative perspective. However, the pain experienced by
individuals with fibromyalgia seems to be more severe and emotionally complex than in
individuals with other types of chronic pain (Felson, & Goldenberg, 1986).
Loss of control and power sometimes characterizes individuals who experience a life of
living with fibromyalgia (Hallberg, & Carlsson, 1998). With a multiplicity of stressful
consequences and a considerable impact on the affected person’s daily life, much of the demands
in coping implies a loss of control as the struggle to maintain balance ensues. Although
diagnostic criteria established by the American College of Rheumatology (1990) has enabled
more individuals with fibromyalgia to be properly diagnosed and treated, it is evident that many
continue to be confronted by a bewildering search for diagnostic certitude.
Over the past decade, efforts to find the cause of fibromyalgia have intensified. The
research literature encompasses all possible aspects of investigating causal connections with an
increasing emphasis on a neuroimmunological influence. Many studies, however, continue to
exam the psychosocial aspects, the implications being that a biopsychosocial model may
ultimately define the causative factors.
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As research into identifying a cause continues, much of the process in addressing the
daily impact of fibromyalgia on individuals is met through the medical model. It has been
indicated by several authors (Hallberg, & Carlsson, 1998; Soderberg, & Lundman, 1999) that
this approach serves to exacerbate the symptomatology of fibromyalgia as patients are often
confronted by a barrier to acknowledgement of their condition. In spite of this, studies have
found that women’s descriptions of the cause of their pain are solely biomedically oriented. As a
group, they tend to have a pessimistic view of the future and, accordingly, decreased levels of
comprehensibility, manageability, and meaningfulness (Hallberg, & Carlsson, 1998).
Lack of control is associated with the perceived difficulties patients have in convincing
medical personnel of the relevance of their pain experience (Gaston-Johansson et al., 1990). The
sense of lack of control is associated with the construct of locus of control and the extent to
which individuals believe their own actions can control personal and environmental events.
Those who believe they are responsible for and can affect their own fate are guided by internal
factors, while those who believe luck, fate, or chance controls what happens to them are guided
by external factors (Levenson, 1981). Individuals with chronic pain conditions such as
fibromyalgia have been found to rely more on ineffective coping strategies (Turner, & Clancy,
1986).
Locus of control has been found to influence the coping strategies used to manage
everyday problems and tensions. Individuals with an internal LOC perceive themselves as
coping in a manner that is adaptive to a given situation; whereas, those with an external LOC do
not. This is consistent with the literature postulating that the form of coping used by individuals
with an internal focus is more likely to be effective in promoting positive outcomes than those
used by individuals with an external focus (Parke, 1984). Additional research has shown that

Fibromyalgia 76
greater emotion-focused coping behaviors are associated with poorer adjustment to chronic
conditions. Such individuals are not accepting of the chronic nature of their condition, and cope
by trying to forget about or ignore their limitations and by holding their feelings in (Bombardier,
D’Amico, & Jordan, 1990). There are large individual differences in the experience and
reporting of feelings and emotion, and it may be that individual strategies for regulating
emotional expression have effects on health. Although suppressing emotional expression has
been shown to increase physiological arousal (Gross, & Levenson, 1997), the present study was
more interested in the lack of words to describe emotions and the concomitant effect this might
have on the impact of fibromyalgia.
The study also sought to examine this concept in combination with the influence of locus
of control and coping process, on quality of life, the purpose being to determine whether coping
process, perceived locus of control, capacity to be emotionally expressive and degree of
fibromyalgia impact had an influence on quality of life. The initial discussion of the results will
review the demographic variables and their correspondence to the known factors associated with
individuals with fibromyalgia. Each hypothesis will then be examined followed by a
comprehensive discussion of the outcomes of the study, its relation to past research, and the
implications of the findings. Limitations of the study and suggestions for further research will
then be presented.
Discussion of the Population Sample
Many of the demographic variables associated with this study correspond to similar
findings in other studies of fibromyalgia, and are important to consider when reviewing the
findings and limitations. In keeping with the research literature, the majority of the participants
were Caucasian and almost exclusively female. Although a preponderance of female
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respondents was anticipated, this does not necessarily imply that few males manifest the
symptoms of fibromyalgia. Research on male populations suggests that males are less likely to
seek medical support for their condition (Paulson, Danielson, Larsson, & Norberg, 2001). The
average time for experiencing symptoms was 13.63 years, while the average time since diagnosis
was 8.82 years, which is consistent with other studies that have found a significant gap between
symptom onset and ultimate diagnosis. (Jason, Richman, Rademaker et al., 1999).
An interesting finding was the large response from participants aged 60 to 80. This age
group represented 39.5% of the survey respondents. The Harvard Health Letter (1999) cites 7%
as the national population rate for this age group. This large difference may be explained by the
specific sample used in this study. An older population could imply that some members of that
particular age group are retired and have more time to give to responding to tasks such as
questionnaires. Participants were exclusively recruited from fibromyalgia support groups and
were required to have a diagnosis from a medical doctor. Although this might suggest that
individuals who attend support groups are older, more importantly, it could reflect the lengthy
process of obtaining a diagnosis. An additional factor could reflect the geographic focus of the
study. Participants from Florida and Iowa might be representative of demographics of those
states that are known to have older populations.
It was anticipated that more participants would be receiving government disability
benefits. Those individuals reporting such benefits included only 32.8% of the sample which,
again, might be reflective of the large number of respondents who were over the age of 60, many
of whom would no longer be eligible.
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Discussion of the Relationship Between Fibromyalgia and Emotional Expressivity
Hypothesis 1 proposed a relationship between fibromyalgia and emotional expressivity.
Results provided strong evidence for a correlative relationship between these two variables in the
direction proposed by the hypothesis, that is, individuals who manifested high fibromyalgia
impact also had low emotional expressivity. It was proposed that this relationship would
influence the remaining variables in the path model. The hypothesis was not supported, with
results indicating that emotional expressivity’s relationship with fibromyalgia did not, as
hypothesized, influence other variables in the path model or emerge as a predictor of quality of
life. Nevertheless, this could be a function of the Emotional Expressivity Scale, which has not
been sufficiently tested in studies to support its reliability and validity. Although a review of the
path model (Figure 3, p. 69 ) reflects the lack of influence in this path, the result of the bivariate
correlation is significant (p <.05).
In spite of a low shared variance of 4% between fibromyalgia and emotional
expressivity , the statistical significance of the relationship indicates that only five out of 95
times would these factors not be related. This does mean, however, that one or more other
variables must be involved to account for the remainder of the variance. Nevertheless, the
concept of a link between disease processes and the capacity to be emotionally expressive
(Servaes et al., 1999; Temshok et al., 1994) suggests that the significance of the bivariate
relationship between these two varaibles is worthy of future exploration
Discussion of the Path Model
Hypothesis 2 proposed that the impact of fibromyalgia on quality of life would be
accentuated by the mediating variables of emotional expressivity, locus of control, and coping
process, and specifically, that low emotional expressivity would accentuate the influence,
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external locus of control would accentuate the influence, and emotion-focused coping would
accentuate the influence. Results of the study, although not entirely consistent with the
hypothesis, were able to explain the proposed model for the understanding of the impact that
fibromyalgia has on the quality of life for individuals with the condition, and suggests that the
association can be explained by features of coping process and perceived locus of control. The
overall model explained a considerable proportion of the variance in the impact of fibromyalgia
on quality of life (70%).
Direct Influences on Quality of Life
The variable of fibromyalgia impact was found to have a direct negative influence on
perceived quality of life, such that as the impact of fibromyalgia increased, quality of life
decreased. This influence was originally hypothesized. In contrast, the variables of perceived
locus of control and coping process were also hypothesized to have a direct negative influence
on perceived quality of life. However, the effect was found to be positive, such that, as
perceived locus of control and coping process increased, the effect on quality of life also
increased. The direct effect between the ability to be emotionally expressive and perceived
quality of life was found to be quite small and insignificant.
Consistent with other research (Hellstrom et al., 1997; Hallberg, & Carlsson, 1998;
Soderberg, & Lundman, 1999), findings in this study strongly suggest that individuals with
fibromyalgia experience profound disruption in the quality of their lives. It has been frequently
postulated that fibromyalgia can establish a precarious sense of well being in individuals. It is not
unusual for the onset of the condition to present with a variety of capriciously appearing
symptoms. Most baffling is the unknown causes of the condition that often give rise to multiple
debilitating physical and physiological changes that dictate the focus of the lives of those who
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are seeking medical endorsement of their illness. Evidence for the search for a diagnosis was
clearly represented in the demographic findings, which frequently indicated that several years
had sometimes elapsed between onset of symptoms and diagnosis. The struggle for validation of
the symptoms and the effects of fibromyalgia are supported by many other researchers (e.g.
Holberg, & Carlsson, 1998; Soderberg, & Lundman, 2001).
Results of the relationship between fibromyalgia impact and perceived quality of life are
supported by the widely researched and reported changes that occur in all domains of
individuals’ lives with the onset and progression of fibromyalgia, and the concomitant effect this
has on the ability to sustain aspects of living that engender quality and satisfaction (Eich,
Hartmann, Miller, & Fischer, 2000). Thus, the finding in the present study serves to reinforce
the existing literature, which postulates the profound negative effect fibromyalgia typically has
on quality of life.
Further results of the study demonstrate a significant positive influence in the direct path
between perceived locus of control and quality of life, and also between coping process and
quality of life. Composite scores of the scales that constitute both perceived locus of control and
coping process were calculated so that a better representation of the scores could be entered into
the path model as a single score. It was expected that this approach would demonstrate
outcomes consistent with the hypothesis; that is, an external locus of control and emotionfocused coping would exert a negative influence on quality of life. However, although it was not
hypothesized in this study, it was found that an internal locus of control and problem-focused
coping positively predicted an improved quality of life. This finding may reflect the population
sampled for the study. All participants were members of support groups and were intentionally
seeking help in addressing their fibromyalgia, which implies that they were using problem-
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focused coping and had a sense of being self-directed. In addition, a significant number of
participants were over the age of 60, which might suggest that they had become better adjusted
to coping with their fibromyalgia.
Uncertainty or lack of control is often discussed in relation to a chronic illness.
Soderberg and Lundman (2001) found that women with fibromyalgia did not explicitly talk
about lack of control, but they did emphasize the importance of learning to live with the changes
that fibromylagia entails, and to accept the disruption in their lives. Bates and Rankin-Hill
(1995) found an internal locus of control suggested that persons with chronic pain were more
likely to consider themselves healthy and determined to overcome their pain; whereas,
externality implied a sense of being unhealthy and having little control over the pain. Other
types of chronic pain such as chronic headaches have shown that an external locus of control
positively predicts the extent to which pain intrudes into various life domains (Arraras et al.,
2002). Greater internality implies less severe pain experience and less negative impact on other
life domains. Because the relationship between locus of control and quality of life is very
significant in the direction of greater internality in the current study, it appears to support the
findings of Arraras, et al. (2002) in that a better sense of control over the effect of chronic pain
implies a better quality of life.
The coping process variable was found to exert a direct, significant positive effect on
quality of life, which supports the notion of a problem-focused coping. The finding was contrary
to the hypothesized effect, which had been determined in keeping with research that an emotionfocused coping response predicts a poorer adjustment to chronic illness (Bombardier, D’Amico,
& Jordan, 1990). The finding of the current study might reflect the differences in the population
sample used for the purposes of each study. The study by Bombardier et al., (1990) used patients
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admitted to a medical/psychiatric unit whose level of dysfunctioning was considered to be out of
proportion to observable physiological abnormalities. Thus, there could be confounding factors
involved in the findings of that study as they relate to adaptation to chronic illness and coping.
The population sampled for the current study came from an entirely different position. Although
they were experiencing the effects of a chronic illness, they had been diagnosed with
fibromyalgia, and did not appear to be as dysfunctional. The confirmation of the diagnosis might
explain the differences between the two populations in coping with the illness. It was not within
the parameters of the present study to determine such a difference, but the outcomes lend
themselves to future investigation.
In addition to its direct negative effect on quality of life, the impact of fibromyalgia was
shown to have a direct negative influence on emotional expressivity and locus of control, which
is in the direction that was hypothesized. Other research (Chaturvedi, 1988) has found a
relationship between the capacity to be emotionally expressive and chronic pain conditions in
that some individuals with chronic pain have been found to be less expressive, but no research
has been found that describes this relationship between emotional expressivity and fibromyalgia.
The direct path between fibromyalgia and emotional expressivity shows a significant negative
influence of fibromylagia on the capacity to be emotionally expressive. Because fibromyalgia is
a chronic pain condition, it can be speculated that these two variables have a relationship
consistent with those discussed by such authors as Servaes et al., (1999) who have found low
emotional expressivity in persons with chronic pain. However, the finding in this study lends
itself to further investigation.
The direct influence of fibromyalgia impact on locus of control is significantly negative,
suggesting that individuals with fibromylagia are severely challenged in their efforts to effect
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control over their lives. This is substantiated by the research of Soderberg and Lundman (2001)
who succinctly describe how the lives of women are impacted and, yet, the women do not
discuss their sense of lack of control. Rather, they focus on the importance of changing their
lives to accommodate the change in their health status. The relationship between fibromyalgia
and locus of control is more easily clarified when discussed in regard to their indirect effect on
quality of life.
Indirect Influences on Quality of Life
When examining the indirect influences on quality of life, four of the five indirect paths
exert little influence (Figure 3, p. 69, & Figure 4, p. 70). The fifth path, that going from
fibromyalgia through the mediating variable of locus of control to quality of life, is found to have
a substantial influence. The impact of fibromyalgia on perceived locus of control is a
significantly negative relationship, while the influence of perceived locus of control on quality of
life is significantly positive. As already discussed, the direct path from locus of control to
quality of life suggests that individuals with fibromyalgia do, indeed, have an internal sense of
control over their lives and, as such, attempt to effect positive influences on their quality of life.
The indirect path that includes the impact of fibromyalgia implies that fibromyalgia severely
challenges individuals’ efforts to exert control over their lives. Nevertheless, it is evident that
they persevere because the locus of control variable is shown to have a strong mediating effect
on quality of life.
When reviewing the research literature on locus of control and its association with
fibromyalgia, emphasis appears to be directed more toward the notion of powerful others and
chance as being the characteristics present in individuals with fibromyalgia (Gustaffson, &
Gaston-Johansson, 1996). The findings in the present study challenge this perspective. In
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addition to the analyzed data, demographic information implies that the participants were
endeavoring to improve the quality of their lives with an effort that suggests internality as well as
intentionality. It was shown that 68 percent were seeking alternative treatment for their
symptoms and, although a subjective point, many wrote comments on their surveys to the effect
that they were seeking alternative ways to attend to their symptoms so that they could preserve a
sense of control over their lives. Age could also be a factor with an older population having a
better perspective of their condition, and more experience of coping with it.
Although the indirect path from fibromyalgia impact to quality of life through the
mediating variable of locus of control and coping exerted little influence on quality of life, it is
pertinent to examine the role that locus of control appears to have in this path. As a mediating
variable between fibromyalgia impact and coping, it appears to modify the impact of
fibromyalgia on coping. An examination of the final path model (Figure 3, p. 69) indicates that
fibromyalgia impact exerts a significantly negative impact on locus of control but, in turn, locus
of control exerts a significantly positive effect on coping such that coping continues this positive
influence onto quality of life. This suggests that a sense of having control over ones life supports
the capacity to exert appropriate coping responses, which positively influence quality of life.
Discussion of the Incremental Effect of the Model
In order to examine the explanatory power of the proposed model, it was analyzed with
the coping variable removed. Such analysis found that the most significant change was between
the variables of perceived locus of control and quality of life, with the relationship changing
from one that was significantly positive to one that was significantly negative. In other words,
locus of control for the individual with fibromyalgia became dominated by a sense of loss of
control and an increase in the belief that one has little influence over powerful others. While
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locus of control may be able to indirectly influence the impact of fibromyalgia on quality of life,
and positively influence the capacity to cope, coping emerged as the salient factor predicting
quality of life outcomes associated with fibromyalgia. This implies that without the capacity to
employ problem-focused coping, the sense of having control over the impact of fibromyalgia is
negated, but the capacity to employ problem-focused coping, implies that one is in control and
can interact effectively with powerful others. Thus, the inclusion of the coping process variable
improves the capacity of the model to predict the influence of impact of fibromyalgia on quality
of life.
This finding is strongly supported by research that discusses the vulnerability of
individuals with fibromyalgia to the influence of powerful others. In general, problem-focused
coping is more likely when situations are perceived as more controllable; emotion-focused
coping is more likely when demands seem uncontrollable (Folkman, & Lazarus, 1985). In
general, Hallberg and Carlsson (2000) found that women with fibromyalgia adopted diversified
coping strategies but that, in their efforts to get rid of their pain, emotion-focused coping
dominated. However, results of the present study indicate that perceived locus of control
becomes an important factor in the process of coping with pain and its concomitant impact on
quality of life. Thoit (1995) suggests that an internal locus of control gives individuals the
confidence or motivation to attempt problem-focused coping.
Discussion of the Overall Influence of the Path Model
When examining the overall path model, the use of problem-focused coping when
addressing issues related to quality of life appears to be an important factor. For many
individuals with fibromyalgia, coping is perpetually challenged (Felton, & Revenson, 1984) and
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sustaining a reasonable quality of life requires a focus that demands constant attention and
modification to the ever-present impact of pain.
The model further suggests that both a strong capacity to cope and an internal locus of
control is necessary in reducing the impact of fibromyalgia. Results of the present study imply
that the mediating association between coping process and perceived locus of control becomes
an important factor in effecting positive quality of life. Although a subjective variable,
participants in the present study discussed the struggle in finding medical support for their
manifested symptoms, and the discomfort they experienced when interacting with medical
professionals with whom they frequently felt the need to justify their pain. Such interactions for
these individuals typically include coping with physicians who have perceived power and control
over treatment decisions and endorsing the diagnosis of fibromyalgia. Investigations by other
authors (Schaefer, 1997; Hellstrom et al., 1999) support these subjective findings.
While the variables of locus of control and coping process exert a combined influence on
reducing the impact of fibromyalgia, it is apparent from the results that the coping variable
significantly mediates the overall negative impact that fibromyalgia has on quality of life.
Additional research would serve to more fully clarify this association, which is beyond the scope
of the current investigation.
Summary of Findings
This study has added to the existing research literature about the impact of fibromyalgia
on quality of life. Fibromyalgia impact was found to predict quality of life, such that individuals
with fibromyalgia who experienced higher levels of negative impact from their fibromyalgia also
demonstrated a lower quality of life. The mediating variables of perceived locus of control and
coping process influenced this relationship. Coping process was an important factor in
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describing the overall prediction of the path model. It was found that problem-focused coping
was more likely to be used by individuals with fibromyalgia, which directly influenced the
capacity to have an improved quality of life. It was further found that problem-focused coping
and an internal locus of control complemented each other in that removing the coping process
variable from the model resulted in a negative (external) locus of control which, in turn,
predicted a reduction in quality of life.
Contrary to some other research findings (Gustafsson & Gaston-Johansson, 1996), and to
the hypothesis presented in this study, individuals with fibromyalgia were found to have an
internal locus of control and to use problem-focused coping. It appears that these variables
predict each other, that is, an individual with an internal locus of control will typically address
issues associated with quality of life using more of a problem-focused approach. As discussed
previously, this finding may reflect the participants sampled who were all members of support
groups and were intentionally seeking help in addressing their fibromyalgia. In addition a large
number were over the age of 60, which might suggest that they had become better adjusted to
coping with their fibromyalgia.
A significant bivariate correlation was found between fibromyalgia and emotional
expressivity. However, this relationship was found to have marginal influence in the path model.
Implications for Practice
The results could have important implications for support group members, support group
leaders, counselors, and medical service providers who seek to improve the quality of living for
individuals with fibromyalgia. First, it is important to consider the source from which this group
of participants was derived. They were members of support groups who disclosed a variety of
information related to their fibromyalgia. Many disclosed information about the treatment
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modalities they used, which revealed that 91% of participants were taking prescription
medications. An additional 60% also used alternative treatments such as chiropractic,
therapeutic massage, and warm water treatments. Pharmacological treatments usually included
large amounts of analgesics, some of which were narcotics. Although not assessed in this study,
the probability of this being effective in treating pain symptoms cannot be challenged, but it can
be suggested that the impact of large quantities of analgesics could be detrimental to quality of
life. Physical and mental status could be compromised and add to the lack of capacity to
participate in a self-determined lifestyle.
Although 60% of the participants indicated that they used alternative treatments, this
implies that almost one-third of the sample did not. It is beyond the scope of this study to
determine the importance of this but it does imply that some individuals either chose to use a
pharmacological approach to their treatment, or that they were not sufficiently informed of
alternative treatments. Members of support groups could benefit from advice that details the
potential physical, mental, and physiological dangers of using large quantities of analgesics.
Education in regard to alternative treatments needs to be a fundamental precept of the purpose of
the support groups, as well as general medical education.
Although the immediate assumption might be that support groups are not effective in
disseminating comprehensive information to their members with fibromyalgia, other factors need
to be considered that may act as a determent. First, the modal annual income for the sample
involved in this study was less than $10,000, which suggests that a number of individuals’
incomes are significantly below the poverty level and, thus, they have few resources for
purchasing alternative treatments. Second, approximately 40% of the sample was more than 60
years old, suggesting that problems with mobility might preclude some from easy access to
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treatment facilities. It could also suggest that, perhaps, alternative treatments are too new or
fanciful to be easily assimilated by an older population.
In addition, support groups can sometimes have an insular effect. The mindset of the
group tends to prevail and become the overriding influence on the group members. In contrast,
they can also serve to be the hub for individuals who would otherwise live in isolation. As a
social resource, the group can become imperative to the well being of its members; as a resource
for educating members about their illness, it can be the catalyst for purposeful change.
Purposeful change requires efforts beyond the support group and its members. All too
frequently, the research literature discusses the lack of credibility that confronts individuals with
fibromyalgia as they seek confirmation of their illness from the medical profession. In spite of
the diagnostic standards defined by the American College of Rheumatology (1990), demographic
information from the study indicates a lengthy process from onset of symptoms to final
diagnosis. This process is sufficient to challenge the most problem-focused coping individual
with the most determined internal control.
Educating the medical profession becomes an essential ingredient in reducing
fibromyalgia’s impact on quality of life. Medical practitioners are often the most frequent and
significant point of contact for individuals with fibromyalgia. Beyond the diagnostic efforts,
they need to consider the physical, emotional and mental needs of their patients. Deliberate
efforts to become more aware of and sensitive to these needs could include participation in
educational forums involving multidisciplinary groups that specifically address the topic of
fibromyaglia. This approach would give the medical practioners not only more insight into the
global impact of fibromyalgia but, also, resources for referral purposes.
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Much of the data used for this study imply that the search for a diagnosis and effective
treatment becomes all consuming for individuals with fibromyalgia. Intervention needs to occur
early on in the development of fibromyalgia, before the impact of the illness becomes
debilitating and demoralizing. Findings from the study suggest that the resources of these
individuals (i.e., internal locus of control and problem-focused coping) may enable them to exert
more control over their medical management. Group counseling that encourages and strengthens
active coping and reinforces an internal locus of control would enhance the capacity to address
issues of diagnosis and treatment. Potential educators such as personnel in physicians offices
need to be trained to provide patients with information and resources that will enable them to
seek optimal, holistic care and guidance in dealing with their fibromyalgia.
The detrimental impact of prolonged lack of diagnosis on quality of life has been clearly
determined. The present study suggests that some individuals have the resources to confront the
lengthy process of obtaining a diagnosis and, perhaps, through earlier diagnosis, reduce the
impact that fibromyalgia has on the quality of their lives.
Limitations of the Study
It is believed that results of this investigation have serve to advance the understanding of
the relationship between fibromyalgia and quality of life, and how the mediating effects of locus
of control and coping strategies serve to influence this relationship. The results, however, need
to be interpreted with consideration of the methodological and procedural limitations of the
investigation.
First, survey research has the limitations of relying on self-reported data. Self-report
measures are subject to social desirability effects that have not been controlled for in this
investigation. Participants may respond to items and questions on the instruments in ways that
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they perceive to be socially desirable rather than in an honest assessment of their attitudes and
beliefs.
Second, due to the focus on members in support groups with fibromyalgia,
generalizability of findings to other individuals with fibromyalgia is limited. Persons who
choose to participate in support groups may be inherently different from those who choose
otherwise. Conclusions about these potential differences cannot be drawn from the current data.
Third mail surveys have many limitations implicit in the design. In spite of efforts to
collect data from a representative sample and to develop an understanding of how fibromyalgia
impacts on individuals, information gathered may only reflect feelings and beliefs of those
individuals who chose to participate. This leaves the possibility that these respondents differ on
some significant characteristics from those who did not respond. It may be that those who did
not respond are less or more effected by their fibromyalgia and are, therefore, more unlikely to
respond, or feel this research does not apply to them.
Fourth, less than 17% (122 of 724) of the sample responded to the survey. The
instruments used for this study included six measures, one of which contained 66 questions and
required some recall of past events on the part of the participants. The number of instruments
and the perceived time involved in responding limited the number of responses. Respondent
participation could imply that those who took time to complete the instruments have a better
sense of control over their lives and feel more able to cope, thus, leading to the internal locus of
control and the problem-focused coping results of the study.
Fifth, external validity may be limited by participants selected from Pennsylvania, Iowa,
Missouri, Washington, and Florida who may not be reflective of the total U. S. population.
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However, efforts have been made to increase generalizability through use of a cross-sectional
representation of people with fibromyalgia in five geographically dispersed states.
Sixth, the demographic variables of age and income may effect the external validity and
reliability of the study. As discussed earlier, of the sample, 40% were more than 60 years old;
whereas, other research has indicated that approximately 7% is the usual finding. The findings
in this study may reflect geographical differences associated with the populations of Iowa and
Florida where higher percentages of retirees live. The modal income of less than $10,000 might
reflect economic conditions of the various geographical locations sampled, or other factors not
disclosed in the surveys, rather than being an effect of the fibromyalgia.
Seventh, the psychometric properties of the Emotional Expressivity Scale have not been
adequately replicated resulting in limited reliability and validity information. Use of the
instrument has been limited to few studies involving emotional expressivity. However, its
unidimensional focus on the single construct of the outward display of emotion warrants its use
for this investigation. The limited research into emotional expressivity gives an opportunity to
contribute to the literature.
Eighth, path models cannot determine causality because path analysis deals with
correlation, not causation of variables. It merely illuminates which of two or more competing
models is most consistent with the pattern of correlations found in the data. In addition,
directionality cannot be defined because the path model is symmetrical; thus, influence of the
effect of variables could occur from either left to right or right to left of the path model. Neither
can a longitudinal relationship be determined because the data is cross-sectional and, thus, the
relationship among the variables does not exist in reality.
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Finally, the study did not take into consideration how individuals with fibromyalgia differ
from individuals without fibromyalgia. Thus, the investigation may reflect differences among
the participants that may not necessarily be related to factors associated with fibromyalgia, but
rather with particular environmental factors such as socioeconomic impact, availability of
support resources, and support from significant others. Replication of this study and the
inclusion of individuals without fibromyalgia would allow the present findings to be more useful
in determining the specific impact of fibromyalgia on quality of life.
Directions for Further Research
This study has continued the research necessary for understanding how fibromyalgia
impacts quality of life, and has defined features of individuals that imply their capacity for
coping with the illness. Because the sampling population was relatively narrow, additional
research is required to examine the constructs that defined those features in a more diverse
population. The influence of perceived locus of control and coping process in individuals with
fibromyalgia may differ for many reasons. The present study could not distinguish whether
results were based on characterlogical or situational factors. There was no objective measure of
the immediate physical, mental and emotional state of a participant at the time of completing the
survey, and present impact of pharmacological influence could not be measured or discerned.
These, and other factors, suggest that additional research be conducted that uses a more stringent
investigation with a control group.
An additional future study using a longitudinal design to track the relationship between
fibromyalgia and quality of life would be advantageous. Although the present study showed a
strong negative correlation between these two variables, the direction of the effect could not be
determined. In addition, insufficient data was available to allow statements to be made about the
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effect of socioeconomic status and the influence of pharmacological interventions on quality of
life.
Treatment modalities are a significant factor in quality of life. Many of the participants
in the study had explored multiple alternative treatments in their search for effective relief from
their pain. An emphasis on longitudinal research that explores the long-term benefits of various
treatments could begin to define the differences between effective and ineffective modalities.
Methods of treating fibromyalgia are sometimes considered to have a shaman overtone;
however, for some individuals these treatments do relieve their symptoms, and are worthy of
being included in more intense investigation.
Although difficult to implement, it would be worthwhile to design a study that examines
the diagnostic process for individuals with fibromyalgia, and to identify those factors that
expedite and those that hinder diagnosis. The prospect of waiting several years before obtaining
a diagnosis and understanding of ones illness is, indeed, sufficient to undermine the most
determined individual. The American College of Rheumatology is in a position to conduct such
a study. In spite of the challenges in establishing diagnostic criteria, it ultimately accomplished
this in 1990. It would be of ultimate benefit for those who have fibromyalgia if a specific
procedure could be established for diagnosis. In speaking with individuals with fibromyalgia,
some have been diagnosed in the early stages of their disease, while others have endured more
than 10 years of symptoms before a diagnosis has been made. This suggests that there is a
process that more readily establishes diagnosis. It needs to be more clearly defined and
implemented so that the impact of fibromyalgia can be adequately treated and quality of life can
be enhanced.
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Dear Participant:
Greetings! I am a doctoral candidate in counseling psychology from West Virginia
University and am conducting a research study in order to fulfill the requirements for my
dissertation. I would like to request your participation in this research, which will be among
individuals who have been diagnosed with fibromyalgia by a medical doctor. The purpose of my
research is to investigate the relationship between emotional expressivity and impact of
fibromyalgia, and how that relationship influences quality of life, coping, and sense of control.
Your participation is entirely voluntary and you do not have to respond to every item or
question that you read. All information will remain anonymous and confidentiality will be
maintained by the use of a number code that will be assigned to the packets as they are received.
You are not asked to identify yourself on any of the questionnaire, and it should take
approximately 30 to 45 minutes to complete them. Upon completion, please return the
questionnaires to me in the pre-paid envelope.
Thank you for taking part in this study. It is hoped that your participation will have an
impact on the understanding of fibromyalgia and add to the knowledge required for developing
treatment interventions. Should you decide to not participate, simply return the blank materials to
me in the enclosed pre-paid envelope.
Sincerely,

Avril Zaharoff, M.S., RN., LPC.
Doctoral Candidate in Counseling Psychology

Correspondence may be addressed to:
Avril Zaharoff M.S., RN, LPC
Dissertation Chairman:
P. O. Box 172
Robert P. Marinelli, Ed.D.
Marianna, PA 15345
Dept. of Counseling, Rehab. Counseling, & Counseling Psychology
E-Mail: abangera@worldnet.att.net P. O. Box 6122
724-267-3603
Morgantown, WV 26505-6122
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Dear Support Group Leader:
Thank you for agreeing to distribute the enclosed surveys to your support group
members. Each packet you will be distributing comes in its own return paid envelope, and
contains the questionnaires and a letter of introduction from me that includes information related
to the purpose of the study.
All members of your group over the age of 18 years are invited to participate. Although I
expect to have significantly fewer responses from males, the invitation to participate is also
extended to them.
I look forward to analyzing the data your support group members will provide, and am
hopeful that, together, we might discover useful evidence that advances the understanding of
fibromyalgia and its impact on quality of life. Once I have completed my study, I will send a
copy of the results to you for you to share with your group members. Should you have questions
at that time, I will be happy to answer them for you.
In the meantime, you can contact me with present questions or concerns by mail, e-mail
or phone as indicated below. The support and enthusiasm you have shown for participating in
this study is greatly appreciated.
Sincerely,

Avril Zaharoff, M. S., R. N., LPC.
Doctoral Candidate in Counseling Psychology

Correspondence can be addressed to:
Avril Zaharoff, M.S., R.N., LPC
P.O. Box 172
Marianna, PA 15345
E-Mail: abangera@worldnet.att.net
724-267-3603

Dissertation Chairman:
Robert P. Marinelli
Dept of Counseling, Rehab. Counseling
and Counseling Psychology
P. O. Box 6122, Morgantown, WV 26505-6122
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DEMOGRAPHIC QUESTIONNAIRE

Below are questions that will assist in this study. Please read each question and either fill in the
blank, circle the answer, or check as appropriate.
Gender (Circle): M

F

Age:__________

Marital Status: Single ___ Married/ living with partner ___ Separated/ Divorced ___ Widowed ___
Ethnicity (Circle): Caucasian

African American

Hispanic/Latino

Asian

American Indian

European

Bi-racial Ethnicity

Other: ____________

Number of years you have been diagnosed with fibromyalgia: ___________
Number of years you have had significant fibromyalgia symptoms: _________
Employment Status:

Please indicate the number of hours you are employed each week ____
Has there been a change in your employment status (e.g. full time to part time)?

If so, please note the change ___________________________ and when it occurred______________.
Circle all that apply:

Day Shift,

Afternoon Shift,

Educational Level (Circle): High School, College,

Night Shift

Post Graduate,

Other: ________________

Current Disability Status SSI, SSDI, Worker’s Compensation, Employer, None,
(Circle all that apply):
Private Insurance, Veteran’s Administration, Other: _____________
Annual Income Level (OPTIONAL):
Below $10,000
$11,000 - $19,000
$20,000 - $29,000
$30,000 - $39,000
$40,000 - $49,000
$50,000 - $59,000
$60,000 - $69,000
$70,000 - $79,000
Above $80,000

Personal
_____
_____
_____
_____
_____
_____
_____
_____
_____

Household
_____
_____
_____
_____
_____
_____
_____
_____
_____

Medication:

_____________________________________________________________________________
Alternative Treatment (e.g. Acupuncture):

______________________________________________________________________________
Estimated time to complete survey: _________________
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FIBROMYALGIA IMPACT QUESTIONNAIRE
Directions: For questions 1 though 11, please circle the number that best describes how you did
overall for the past week. If you don’t normally do something that is asked, cross the question out.

Always

Most times

Occasionally

Never

Were you able to:
1. Do shopping?

0

1

2

3

2. Do laundry with a washer, & dryer?

0

1

2

3

3. Prepare meals?

0

1

2

3

4. Wash dishes/cooking utensils by hand?

0

1

2

3

5. Vacuum a rug?

0

1

2

3

6. Make beds?

0

1

2

3

7. Walk several blocks?

0

1

2

3

8. Visit friends/relatives?

0

1

2

3

9. Do yard work?

0

1

2

3

10. Drive a car?

0

1

2

3

11. Climb stairs?

0

1

2

3

12. Of the 7 days in the past week, how many days did you feel good?

0

1

2

3

4

5

6

7

13. How many days in the past week did you miss work because of your fibromyalgia? (If you
don’t have a job outside the house, leave this item blank).

0

1

2

3

4

5

6

7
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Directions: For the remaining items, mark the point on the line that best indicates how you felt overall
for the past week.

14. How much did pain or other symptoms of your fibromyalgia interfere with
your ability to do your job?
____________________________________________________________
No problem
Great difficulty

15. How bad has your pain been?
____________________________________________________________
No pain
Very severe pain

16. How tired have you been?
____________________________________________________________
No tiredness
Very tired

17. How have you felt when you got up in the morning?
____________________________________________________________
Awoke well rested
Awoke very tired

18. How bad has your stiffness been?
____________________________________________________________
No stiffness
Very stiff

19. How tense, nervous or anxious have you felt?
____________________________________________________________
Not tense
Very tense

20. How depressed or blue have you felt?
____________________________________________________________
Not depressed
Very depressed
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APPENDIX E
EMOTIONAL EXPRESSIVITY SCALE
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EMOTIONAL EXPRESSIVITY SCALE
DIRECTIONS: The following statements deal with you and your emotions. Please select a number
from the following scale that best describes YOU in each of the statements and place the number in
the blank provided.
Never
Rarely
Occasionally
Usually
Almost Always
Always
true
true
true
true
true
true
1
2
3
4
5
6

1. _____

I don’t express my emotions to other people.

2. _____

Even when I’m experiencing strong feelings, I don’t express them
outwardly.

3. _____

Other people believe me to be very emotional.

4. _____

People can “read” my emotions.

5. _____

I keep my feelings to myself.

6. _____

Other people aren’t easily able to observe what I feel.

7. _____

I display my emotions to other people.

8. _____

People think of me as an unemotional person.

9. _____

I don’t like to let other people see how I am feeling.

10. _____

I can’t hide the way I am feeling.

11. _____

I am not very emotionally expressive.

12. _____

I am often considered indifferent by others.

13. _____

I am able to cry in front of other people.

14. _____

Even if I am feeling very emotional, I don’t let others see my feelings.

15. _____

I think of myself as emotionally expressive.

16. _____

The way I feel is different from how others think I feel.

17. _____

I hold my feelings in.
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APPENDIX F
WAYS OF COPING QUESTIONNAIRE
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WAYS OF COPING QUESTIONNAIRE
Please provide the following information:

Date: __________________

Marital Status (Circle):

Gender (Circle): M

Single

Married

F

Widowed

Age: ____________

Separated/Divorced

Number of years you have been diagnosed with fibromyalgia:

__________

Number of years you have had significant fibromyalgia symptoms: _________

Employment Status (Check):

Full time: 32+ hours per week
Part time: Less than 32 hours per week

Circle all that apply: Day Shift, Afternoon Shift, Night Shift

Educational level (Circle) : High School

College Post Graduate

Other: ___________________

INSTRUCTIONS
To respond to the statements in this questionnaire, you must have a specific stressful situation in mind.
Take a few moments and think about the most stressful situation you have experienced in the past week.
By “stressfiul” we mean a situation that was difficult or troubling for you, either because you felt
distressed about what happened, or because you had to use considerable effort to deal with the situation.
The situation may have involved your family, your job, your friends, or something else important to you.
Before responding to the statements, think about the details of this stressful situation, such as where it
happened, who was involved, how you acted, and why it was important to you. While you may still be
involved in the situation, or it could have already happened, it should be the most stressful situation you
experienced during the week.
As you respond to each of the statements, please keep this stressful situation in mind.
Read each statement carefully and indicate, by circling 0, 1, 2, or 3, to what extent you used it in the
situation.
KEY:

0 = Does not apply or not used
2 = Used quite a bit

1 = Used somewhat
3 = Used a great deal
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PLEASE TRY TO RESPOND TO EACH QUESTION
0 = Does not apply or not used 1 = Used somewhat 2 = Used quite a bit 3 = Used a great deal
1. Just concentrated on what I had to do next – the next step ......................

0

1

2

3

2. I tried to analyze the problem in order to understand it better .................

0

1

2

3

3. Turned to work or another activity to take my mind off things ...............

0

1

2

3

4. I felt that time would have made a difference–the only thing was to wait

0

1

2

3

5. Bargained or compromised to get something positive from the situation

0

1

2

3

something………………………………………………………………

0

1

2

3

7. Tried to get the person responsible to change his or her mind…............

0

1

2

3

8. Talked to someone to find out more about the situation .........................

0

1

2

3

9. Criticized or lectured myself...................................................................

0

1

2

3

10. Tried not to burn my bridges, but leave things open somewhat ..............

0

1

2

3

11. Hoped a miracle would happen…………….…………………..............

0

1

2

3

12. Went along with fate; sometimes I just have bad luck….……...............

0

1

2

3

13. Went on as if nothing had happened………………………………… ...

0

1

2

3

14. I trier to keep my feelings to myself……………………………………

0

1

2

3

things……………………………………………………………………

0

1

2

3

16. Slept more than usual.………………………………………………… .

0

1

2

3

17. I expressed anger to the person(s) who caused the problem………… ...

0

1

2

3

18. Accepted sympathy and understanding from someone….…………......

0

1

2

3

19. I told myself things that helped me to feel better………........................

0

1

2

3

20. I was inspired to do something creative…………………….… .............

0

1

2

3

21. Tried to forget the whole thing……………………………….…...........

0

1

2

3

22. I got professional help…………………………………………… .........

0

1

2

3

23. Changed or grew as a person..…………………………………….........

0

1

2

3

24. I waited to see what would happen before doing anything….……… ....

0

1

2

3

25. I apologized or did something to make up………………….……… .....

0

1

2

3

26. I made a plan of action and followed it……………………….……......

0

1

2

3

27. I accepted the next best thing to what I wanted…………….………….

0

1

2

3

28. I let my feelings out somehow…………………………………………

0

1

2

3

29. Realized I brought the problem on myself…………..…………… ........

0

1

2

3

6. I did something which I didn’t think would work, but at least I was doing

15. Looked for the silver lining, so to speak; tried to look on the bright side of
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30. I came out of the experience better than when I went in……………….

0

1

2

3

31. Talked to someone who could do something concrete about the problem. 0

1

2

3

32. Got away from it for a while; tried to rest or take a vacation…… .........

0

1

2

3

medications, etc ......................................................................................

0

1

2

3

34. Took a big chance or did something very risky ......................................

0

1

2

3

35. I tried not to act too hastily or follow my first hunch……………… .....

0

1

2

3

36. Found new faith….…………………………………………..................

0

1

2

3

37. Maintained my pride and kept a stiff upper lip .......................................

0

1

2

3

38. Rediscovered what is important in life ...................................................

0

1

2

3

39. Changed something so things would turn out right ................................

0

1

2

3

40. Avoided being with people in general ....................................................

0

1

2

3

41. Didn’t let it get to me; refused to think too much about it ......................

0

1

2

3

42. I asked a relative or friend I respected for advice ...................................

0

1

2

3

43. Kept others from knowing how bad things were ....................................

0

1

2

3

44. Made light of the situation; refused to get too serious about it ...............

0

1

2

3

45. Talked to someone about how I was feeling...........................................

0

1

2

3

46. Stood my ground and fought for what I wanted .....................................

0

1

2

3

47. Took it out on other people .....................................................................

0

1

2

3

48. Drew on my past experiences; I was in a similar situation before..........

0

1

2

3

49. I knew what had to be done, so I doubled my efforts to make things work.. 0

1

2

3

50.

33. Tried to make myself feel better by eating, drinking, using drugs, or

Refused to believe that it had happened..................................................

0

1

2

3

51. I made a promise to myself that things would be different next time ......

0

1

2

3

52. Came up with a couple of different solutions to the problem .................

0

1

2

3

53. Accepted it, since nothing could be done................................................

0

1

2

3

54. I tried to keep my feelings from interfering withother things too much .

0

1

2

3

55. Wished that I could change what had happened or how I felt ................

0

1

2

3

56. I changed something about myself..........................................................

0

1

2

3

57. I daydreamed or imagined a better time or place than the one I was in..

0

1

2

3

58. Wished that the situation would go away or somehow be over with......

0

1

2

3

59. Had fantasies or wishes about how things might turn out ......................

0

1

2

3

60. I prayed ...................................................................................................

0

1

2

3

61. I prepared myself for the worst ...............................................................

0

1

2

3

62. I went over in my mind what I would say or do .....................................

0

1

2

3
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63. I thought about how a person I admire would handle this situation and used
that as a model ........................................................................................

0

1

2

3

64. I tried to see things from the other person’s point of view .....................

0

1

2

3

65. I reminded myself how much worse things could be..............................

0

1

2

3

66. I jogged or exercised ...............................................................................

0

1

2

3

STOP HERE
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APPENDIX G
THE MULTIDIMENSIONAL LOCUS OF CONTROL SCALE
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Multidimensional Locus of Control Scale
Directions:
Below is a series of attitude statements. Each represents a commonly held opinion. There are no
right or wrong answers. You will probably agree with some items and disagree with others. We are
interested in the extent to which you agree or disagree with such matters of opinion using the key below.
Read each statement carefully. Then indicate to which you agree or disagree by placing the number
associated with the chosen response next to each question.
First impressions are usually best. Read each statement, decide if you agree or disagree and the
strength of your opinion, and then circle the appropriate number. If you find that the numbers to be used
in answering do not adequately reflect your own opinion, use the one that is closest to the way you feel.
Thank you.

Strongly
Disagree

Disagree
Somewhat

Slightly
Disagree

Slightly
Agree

Agree
Somewhat

Strongly
Agree

-3

-2

-1

+1

+2

+3

1. _____

Whether or not I get to be a leader depends mostly on my ability.

2. _____

To a great extent my life is controlled by accidental happenings.

3. _____

I feel like what happens in my life is mostly determined by powerful people.

4. _____

Whether or not I get into a car accident depends mostly on how good a driver I am.

5. _____

When I make plans, I am almost certain to make them work.

6. _____

Often there is no chance of protecting my personal interests from bad luck happenings.

7. _____

When I get what I want, it’s usually because I’m lucky.

8. _____

Although I might have good ability, I will not be given leadership responsibility without
appealing to those in positions of power.

9. _____

How many friends I have depends on how nice a person I am.

10. _____

I have often found that what is going to happen will happen.

11. _____

My life is chiefly controlled by powerful others.

12. _____

Whether or not I get into a car accident is mostly a matter of luck.

13. _____

People like myself have very little chance of protecting our personal interests when
they conflict with those of strong pressure groups.

14. _____

It’s not always wise for me to plan too far ahead because many things turn out to be a
matter of good or bad fortune.

15. _____

Getting what I want requires pleasing those people above me.

16. _____

Whether or not I get to be a leader depends on whether I’m lucky enough to be in the
right place at the right time.

17. _____

If important people were to decide they didn’t like me, I probably wouldn’t make many

18. _____

I can pretty much determine what will happen in my life.
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19. _____

I am usually able to protect my personal interests.

20. _____

Whether or not I get into a car accident depends mostly on the other driver.

21. _____

When I get what I want, its usually because I worked hard for it.

22. _____

In order to have my plans work, I make sure that they fit in with the desire of people who
have power over me.

23. _____

My life is determined by my own actions.

24. _____

It’s chiefly a matter of fate whether or not I have a few friends or many friends.
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APPENDIX H
THE QUALITY OF LIFE QUESTIONNAIRE
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QUALITY OF LIFE SCALE (QOLS)

Please read each item and circle the number that best describes how satisfied you are at this time. Please
answer each item even if you do not currently participate in an activity or have a realtionship. You can be
satisfied or dissatisfied with not doing the activity or having the relationship.
Delighted Pleased

Mostly
Satisfied

Mixed

Mostly
Dissatisfied Unhappy Terrible

1. Material comforts home, food, conveniences,
financial security………………………………

7

6

5

4

3

2

1

2. Health – being physically fit and vigorous…….

7

6

5

4

3

2

1

3. Relationships with parents, siblings, & other
relatives – communicating, visiting, helping ….

7

6

5

4

3

2

1

4. Having and rearing children……………………

7

6

5

4

3

2

1

5. Other relationship with spouse or significant
other…………………………………………….

7

6

5

4

3

2

1

6. Close friends……………………………………

7

6

5

4

3

2

1

7. Helping and encouraging others, volunteering,
giving advice……………………………………

7

6

5

4

3

2

1

8. Participating in organizations and public
affairs…………………………………………...

7

6

5

4

3

2

1

9. Learning – attending school, improving
understanding, getting additional knowledge…..

7

6

5

4

3

2

1

10. Understanding yourself, - knowing your assets
and limitations – knowing what life is about…..

7

6

5

4

3

2

1

11. Work – job or in home………………………….

7

6

5

4

3

2

1

12. Expressing yourself creatively………………….

7

6

5

4

3

2

1

13. Socializing – meeting other people…………….

7

6

5

4

3

2

1

14. Reading, listening to music, or observing
entertainment…………………………………..

7

6

5

4

3

2

1

15. Particpating in active recreation……………….

7

6

5

4

3

2

1

16. Independence, doing for yourself……………...

7

6

5

4

3

2

1

